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THIS 5-YEAR STUDY SHOWS... 
CONTINUED EFFICACY 


CHLOROMYCETIN 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


Recent reports comparing the effectiveness of various antibiotics against 
commonly encountered pathogens indicate that CHLOROMYCETIN (chlor- 
amphenicol, Parke-Davis) has maintained its high degree of effective- 
ness.!-5 It is still highly active against many strains of staphylococci,1-§ 
streptococci,?7 pneumococci,? and gram-negative!7.910 organisms. 


CHLOROMYCETIN is a potent therapeutic agent, and because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately or 
for minor infections. Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent therapy. 


REFERENCES: «1 Roy, T. E.; Collins, A. M.; Craig, G., & Duncan, I. B. R.: Canad. M.A.J. 
77:844 (Nov. 1) 1957. (2) Schneierson, S. S. J. Mount Sinai Hosp. 25:52 (Jan.-Feb.) 1958. (3) Koch, R., 
& Donnell, G.: California Med. 87:313, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: A Five-Year 
Study of the Antibiotic Sensitivities and Cross Resistances of Staphylococci in a General Hospital, paper 
presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. (5) Doniger, D. E., & 
Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (6) Royer, A.: Changes in Resistance to Various 
Antibiotics of Staphylococci and Other Microbes, paper presented at Fifth Ann. Symp. on Antibiotics, 
Washington, D. C., Oct. 2-4, 1957. (7) Hasenclever, H. FE: J. Iowa M. Soc. 47:136, 1957. (8) Josephson, 
J. E., & Butler, R. W.: Canad. M.A.J. 77:567 (Sept. 15) 1957. (9) Rhoads, P. S.: Postgrad. Med. 21:563, 
1957. (10) Holloway, W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. 
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IN VITRO SENSITIVITY OF FOUR COMMON PATHOGENS 
TO CHLOROMYCETIN FROM 1952 TO 1956* 


STAPHYLOCOCCUS PYOGENES 


ESCHERICHIA COLI 


PROTEUS MIRABILIS 


(72 STRAINS) 


PSEUDOMONAS AERUGINOSA 


(102 STRAINS) 


(78 STRAINS) 


0 10 20 30 100 
*Adapted from Roy and others." 10858-A 
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ADVERTISEMENTS 5 


“Nocturia and orthopnea have disappeared since he’s 
on NEOHYDRIN-—and he’s edema-free when he 
wakes in the morning.” 


oral 


organomercurial tas.er 


diuretic NEOHYDRIN 


BRAND OF CHLORMERODRIN 


LAKESIDE 


24988 


ADVERTISEMENTS 


meprobamate 
prolonged 
release 


capsules 
Evenly sustain relaxation of mind and muscle ‘round the clock 


TABLET THERAPY 
\ 


4+ 


TWO MEPROSPAN CAPSULES IN THE MORNING TWO MEPROSPAN CAPSULES AT BEDTIME 
RELIEVE ANXIETY, TENSION AND SKELETAL MUS a PROVIDE UNINTERRUPTED SLEEP THROUGH 
CLE SPASM THROUGHOUT THE DAY. OUT THE NIGHT. 


Meprospan 


MEPROBAMATE IN PROLONGED RELEASE CAPSULES 


smaintains constant level of relaxation 
sminimizes the possibility of side effects 
ssimplifies patient’s dosage schedule 


Dosage: Two Meprospan capsules q. 12 h. 
Supplied: Bottles of 30 capsules. 
Each capsule contains: 


Meprobamate (Wallace) ..............0-+ 200 mg. 
dicarbamate 


Literature and samples on request. 


wo WALLACE LABORATORIES, New Brunswick, N. J. 
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Powder Insufflation 


ADVERTISEMENTS 


COMPREHENSIVE VAGINITIS REGIMEN 


Tablet Insertion 


Floraquin Rebuilds the Defense 
Mechanism in Vaginitis 


Combined office and home treatment with Floraquin 
provides a comprehensive regimen which encourages restoration 
of the normal “acid barrier’ to pathogenic infection. 


Vaginal secretions normally show a high 
degree of protective acidity (pH 3.8 to 4.4). 
When this “acid barrier” is disturbed, growth 
of benign Déderlein bacilli is inhibited and 
that of pathogens encouraged. Floraquin not 
only provides an effective protozoacide and 
fungicide (Diodoquin®) destructive to path- 
ogenic trichomonads and yeast, but also 
furnishes sugar and boric acid for reestab- 
lishment of the normal vaginal acidity and 
regrowth of the normal protective flora. 


Suggested Office Floraquin Insufflation 
“... the vagina is treated daily by swab- 

bing with green soap and water, drying and 

insufflation of Floraquin powder.”* 


Suggested Home Floraquin Treatment 

“The patient is also issued a prescription 
for Floraquin vaginal suppositories which 
she is instructed to insert high into the vagina 
each evening. On the morning following each 
application of these suppositories, the patient 
should take a vinegar water douche. . . .”* 

A Floraquin applicator is supplied with 
each box of 50 Floraquin tablets. G. D. Searle 
& Co., Chicago 80, Illinois, Research in the 
Service of Medicine. 


*Williamson, P.: Trichomonad Infestation, M. Times 84:929 
(Sept.) 1956. 


ADVERTISEMENTS 


there is one tranquilizer clearly indicated in peptic ulcer... 


does 
hot 
‘increase... 


*Tests in a series of 25 patients show that 
there is “a definite and distinct lowering 
[of both volume of secretions and of free 
hydrochloric acid] in the majority of: 
patients. .. . No patients had shown any 
increase in gastric secretions following ad- 
ministration of the drug.”’* 


Now you have 4 advantages when 
you calm ulcer patients with ATARAX: 


1. ATARAX suppresses gastric secretions; 
others commonly increase acidity. 

2. aTaRAX is “the safest of the mild tran- 
quilizers.”? (No parkinsonian effect 
or blood dyscrasias ever reported.) 

3. It is effective in 9 of every 10 tense 
and anxious patients. 

4. Five dosage forms give you maximum 
flexibility. 

supplied: 10, 25 and 100 mg. tablets, bottles of 


100. Syrup, pint bottles. Parenteral Solution, 
10 cc. multiple-dose vials. 


references: 1. Strub, I. H.: Personal commu- 
nication. 2. Ayd, F. J., Jr.: presented at Ohio 
Assembly of General Practice, 7th Annual 
Scientific Assembly, Columbus, September 18- 
19, 1957. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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"It happened 
at work 
while he 

was putting 
oil in 
something” 


"He told 
Mom his 
shoulder 
felt like 
it was on 
fire" 


"He couldn't 
swing a bat 
without 
hurting" 


"But Doctor 
gave him 
some nice 
pills --and 
the pain 
went away 
fast" 


"Dad said 
we'd play 
ball again 
tomorrow 
when he 
comes home" 


AND THE PAIN 
WENT AWAY FAST 


(Salts of Dihydrohydroxycodeino 


usually within 5-15 minutes — 


LASTS LONGER. 


RARELY CONSTIPATES. oe 


excellent for chronic or bedridden pati 


ibility 
h patient's specific. needs. DEMI provid 
PERCODAN formula. with ¢ one- half. the amount of 


E N po LABORATORIES 
H 


gti 
- -~- — —~ 
terephthalate, 0.38 mg. homatropine terephthalate, 224° mg. 
acetylsalicylic acid, 160 mg. phenacetin, and 32 mg. caffeine, 
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Gastric distress accompanying “predni-steroid” 


therapy is a definite clinical problem —well 
documented in a growing body of literature. 


*“In view of the beneficial re- 
sponses observed when antacids 
and bland diets were used concom- 
itantly with prednisone and predni- 
solone, we feel that these measures 
should be employed prophylacti- 
cally to offset any gastrointestinal 
side effects.”’°—Dordick, J. R. et al.: 
}N. Y. State J. Med. 57:2049 (June 

15) 1957. 


*“It is our growing convic- 
tion that all patients receiving 
oral steroids should take each 
dose after food or with ade- 
quate buffering with aluminum 
or magnesium hydroxide prep- 
arations.”—Sigler, J. W. and 
Ensign, D. C.: J. Kentucky 
State M. A. 54:771 (Sept.) 1956. 


*“The apparent high inci- 
dence of tht s serious [gastric] 
side effect in patients receiving 
prednisone or prednisolone 
suggests the advisability of 
routine co-administration of an 
aluminum hydroxide gel.”~ 
Bollet, A. J. and Bunim, J. J.: 
J. A. M. A. 158:459 (June 11) 
1955. 


One way to make sure that patients receive 
full benefits of “predni-steroid” therapy plus 
positive protection against gastric distress is 
by prescribing CO-DELTRA Of CO-HYDELTRA. 


PREDNISONE BUFFERED 


multiple compressed tablets 


provide all the benefits 
of “Predni-steroid” therapy — 
plus positive antacid protection 


against gastric distress 


PREDNISOLONE BUFFERED 


2.5 mg. or 5.0 mg. of prednisone 
or prednisolone, plus 300 mg. of 
dried aluminum hydroxide gel 
and 50 mg. magnesium trisili- 
cate, in bottles of 30, 100, 


MERCK SHARP & DOHME oivision of MERCK & CO., INC. Philadelphia 1, Pa. uo 
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ADVERTISEMENTS 


Avoid “BOTTOM OF THE VIAL’ reactions 


Each cc. of Globin Insulin 
—including the last one— 
provides the same 
unvarying potency. 


Of the intermediate-acting insulins, 
only Globin Insulin is a clear solution. 


24-hour control for the majority 
of diabetics 


GLOBIN INSULIN 


CO.” 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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LYSINE-VITAMINS 


CORRECTS 
IRON DEFICIENCY 
AS IT Be 
STIMULATES 
APPETITE 


DELICIOUS CHERRY FLAVOR 
DESIGNED TO APPEAL 10 
BOTH CHILDREN AND ADULTS 


CHILDREN 


Supplies essential Iron as ferric pyrophos- 
phate, highly stable, well-tolerated, readily 
absorbed; essential vitamins By, Bg and By, 
established as appetite stimulants; essential 
I-Lysine for greater protein economy in the 
pediatric diet. 


INCREMIN Syrup 
FORMULA: Each teaspoonful (5 cc.) contains: 


Ferric Pyrophosphate (Soluble). ........ 
Thiamine Mononitrate(B1)........ 


A 4 é 
4 af 
| 
30 mg. | 
: 10 mg. 
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ADVERTISEMENTS 


JOINTS INVOLVED IN GOUT 


INITIAL SUBSEQUENT 
ATTACK ATTACKS 


4% 
68% 24% 18% 


2, Enlargement of bursae such as in 
this case involving the olecranon 
bursa. 


1. Recurrent joint pain titieed by 

long periods of complete remis- 
sion. (Percentages refer to inci- 
dence.) 


URIC ACID 
CONCENTRATION 


MG NORMAL RANGE GOUTY RANGE 


3. serum uric 


La Colchicine test: full dose ( 0.5 
mg.) every 1 to 2 hours until pain 
is relieved or nausea, vomiting or 
diarrhea occur. The test requires 
usually 8 to 16 doses. Pain relief 
is highly indicative of gout. 


FROM THESE FINDINGS...SUSPECT GOUT: 


PROBENECID 


A SPECIFIC FOR GOUT 


Once findings point to gout, long-term management can be started 
with BENEMID. This effective uricosuric agent has these unique 
benefits: 


* Urinary excretion of uric acid is approximately doubled. 
* Serum uric acid levels are reduced. 

* Uric acid deposits (tophi) in tissues are mobilized. 

* Formation of new tophi can often be prevented. 


* Fewer attacks and severity is reduced. m0 
RECOMMENDED DOSAGE: 0.25 Gm. (% tablet) twice daily for 
one week followed by 1 Gm. (2 tablets) daily in divided doses. MERCK SHARP & DOHME 


BENEMID is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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"Most likely candidate 
for ORINASE" 


now more than 
250,000 diabetics enjoy. 
oral therapy 


F. mg. 
ed in the stommeh from 
ic-soluble outer 


Bile 150 mg. 


—released in the small intestine | 


~coated inne 


Richmond 20, Virginia 


PROPER 


of digestive enzymes, particularly i in older 
patients, ENT OZYME « effectively improves nutrition by — 


bridging the gap between adequate ingestion and proper > 


digestion. Among patients of all ages, it has proved help- 
ful in. chronic cholecystitis, post-cholecystectomy syn- 


drome, subtotal. gastrectomy, pancreatitis, dyspepsia, 
food: intolerance, flatulence, nauséa and chronic nutri 


tional disturbances. 


need not rely on “wishing” | 
_ Each double-layered Entozyme 
ga 
“ 
‘ 
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Relaxes 


both mind 
and muscle 


Miltown 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate 
TRANQUILIZER WITH MUSCLE-RELAXANT ACTION 


THE ORIGINAL MEPROBAMATE 


DISCOVERED & INTRODUCED BY 


WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 


without 
impairing 
mental or 
physical 
efficiency 
«well suited for 
prolonged therapy 
= well tolerated, 
relatively nontoxic 
«no blood dyscrasias, 
liver toxicity, 


Parkinson-like syndrome 
or nasal stuffiness 


For anxiety, tension 
and muscle spasm 
in everyday practice. 


Supplied : 

400 mg. scored tablets, 

200 mg. sugar-coated tablets. 

Usual dosage : 

One or two 

400 mg. tablets t.i.d. 
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AN PANT A 


Two-dimensional 
treatment 


IN 


Because it replaces half control with full control. 
Because it treats the whole menopausal syndrome. 
Because one prescription manages both the 


psychic and somatic symptoms. 


SUPPLIED: Bottles of 60 tablets. 
Each tablet contains: 


MILTOWN® (meprobamate, Wallace) ........................cc000000eee0e 400 mg. 
2-methyl-2-n-propyl-1,3-propanediol dicarbamate. 
Conjugated Estrogens (equine) ........................:::scueesseeeeeeees 0.4 mg. 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 


Samples and literature on request. 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 
A Proven Tranquilizer A Proven Estrogen 


® 
yy WALLACE LABORATORIES, New Brunswick, N. J. 


who discovered and introduced Miltown, the original meprobamate. 
*TRADE-MARK 


‘ ‘ 


ADVERTISEMENTS 


base or the alone. In addition, the 
average levels derived from the tetracycline base or 
the chlortetracycline base were higher than those pro- 
- duced by the corresponding hydrochloride though 

“ lower than those resulting from the mixture contain- 

ing the base and sodium metaphosphate. In the study 
_ with chiortetracycline® capsules containing a mixture 
of the hydrochloride and sodium metaphosphate were 
also included in the crossover, and the average levels 
produced by these capsules were the same as with the 

mixture of chlortetracycline base with sodium meta- 
phosphate. 

Although the enhancement of blood levels of tetra- 
cycline by phosphate, either complexed to the tetra- 
cycline or mixed with the base or the hydrochloride, 
thus seemed fairly well established, some doubts still 
remained because certain reliable observers (includ- 
ing many whose results have not been published) 
failed to confirm the findings with the materials and 


sence. Oil and sorbitol did not interfere with tetra- 
cycline absorption. 

Dicalcium phosphate is widely used as a filler in 
various capsules, including those of the tetracyclines. 
The authors cite a large number of other studies that 
implicate the presence of calcium ions-as the cause of 
the reduced absorption of tetracyclines and show that 
citric acid can partially neutralize this effect. The 


depressing effect of food on the serum levels of tetra- — ; 


cycline is likewise explained by the goodly amount of 
minerals contained in commercial laboratory diets, 
and they postulate that the multivalent cations may 
be responsible for the poorer absorption of the drug. 
The authors could not explain the failure of citric 
acid to enhance serum concentrations when admin- 
istered with tetracycline base in contrast to ‘ts marked 
effect when given as the hydrochloride. However, 
they hypothesized that the ability of citric acid ‘to 


methods they used. Further confusion seemed to be enhance serum levels of tetrar “ting te sek its 
added by a subsequent report of Welch et al.,’ who, ability to form compilers" ‘en 
in repeating a crossover study with capsules of tetra-. vnayailable_for* e ; 
cycline phosphate complex and tetracycline , hudne d ochioride 
chloride with and without, ie clin ne hy Yr 
ixture, pro 
ex 
acid, in an greater urinary 
and citri trations cyclines, 
| erum conce tion of tetra 
higher $ 


the last report of Welch 
et These data based on thoroughly con- 
trolled studies. and include 


=o 4 The New England Journal of Medicine. 


258:97-99, (January 9) 1958. 


additional a 
clusivels” 
mer 

Editorial. 


Metracycline hydrochloride, chlortetracycline hydro- 


chloride and tetracycline phosphate complex all con- 
tained dicalcium phosphate as a. filler, whereas the 
capsules containing citric acid and sodium hexameta- 
phosphate did not contain any’ dicalcium phosphate. 
This could clearly explain the discrepancies noted i ine 
that study. 
studies may very well have been due ta the <--~ 
calcium as fillers in sof’ 


Likewise, the inconsistencies in 


thers. 


antibacterial activity than was observed in their ab- _ 


ACHROMYCIN:V 


TETRACYCLINE HC! BUFFERED WITH CITRIC ACID 


is tetracycline and citric acid 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Reg. U. S. Pat. Off. 
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ADVERTISEMENTS 


a Percentage reduction of 
excess serum cholesterol 
i (over 150 mg. percent) 


Percentage of patients experiencing 
various degrees of decline in excess 
serum cholesterol 


Less than 20% 


More than 40% 


... Without the necessity of dietary restrictions 


‘Cytellin’ provides the most rational 
and practical therapy available. 
Without any dietary adjustments, 
it lowers elevated serum cholesterol 
concentrations in most patients. 

In a number of studies, every 
patient who co-operated obtained 
good results from ‘Cytellin’ ther- 
apy. On the average, a 34 percent 
reduction of excess serum choles- 


*'Cytellin’ (Sitosterols, Lilly) 


terol (over 150 mg. percent) has 
been experienced. 

In addition to lowering hy 
cholesteremia, ‘Cytellin’ h 


LILLY AND COMPANY + INDIANAPOLIS 6, 


18 
Pitty 
SEARCH / INTEGRITY 
reported to effect reductions in C/P | 
ratio, S10-100 and Sg4-400 lipo- 
proteins, “‘atherogepic i ‘beta, | 
lipoproteins, andfotal s. 
May we send more complete 
2 mation and tography? | 
873009 | 
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See anybody here you know, Doctor? ae 


AMPLUS* 


'S for sound obesity management 
dextro-amphetamine plus vitamins 
and minerals 


I’m gust too much 


STIMAVITE® 


stimulates appetite and growth 
vitamins B,, By, Biz, C and L-lysine 


I’m too little 


OBRON® 

a nutritional buildup for the OB patient 
OBRON® 
HEMATINIC 


when anemia complicates pregnancy 


I’m simply two 


NEOBON” 


And I’m getting brittle oe: 5-factor geriatric formula 


hormonal, hematinic and 
nutritional support 


ROETINIC® 


one capsule a day, for all treatable anemias 


HEPTUNA’ PLUS 


when more than a hematinic is indicated 


With my anemia, 
Pll never make it up 
that high 


(Prescription information on request) 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


... solve their problems with a nutrition product from 
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“Rheumatoid arthritis is a constitutional disease with symptoms affecting chiefly joints and muscles.""! ‘Pain 
in the affected joint is accompanied by splinting of the adjacent muscles, with resultant ‘muscle spasm.’ '? 


i 


| 
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rheumatoid arthritis 
both 

joints and 


only 


relieves both 
spasm 
joint inflammation 


“Qo MERCK SHARP & DOHME philadelphia 1, Pa 
Division of MERCK & CO., INc. 


EPROLONE 


THE FIRST MEPROBAMATE PREDNISOL Ome THERAPY 


MEPROLONE is the only anti- 
rheumatic-antiarthritic designed to 
relieve simultaneously (a) muscle 
spasm (b) joint-muscle inflammation 
(c) physical distress . . . and may 
thereby help prevent deformity and 
disability in more arthritic patients 
to a greater degree than ever before. 


SUPPLIED: Multiple Compressed 
Tablets in bottles of 100, in three 
formulas: 

MEPROLONE-5—5.0 mg. prednisolone, 
400 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 
MEPROLONE-2—2.0 mg. prednisolone, 
200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 
MEPROLONE-1—supplies 1.0 mg, 
prednisolone in the same formula as 
MEPROLONE-2. 

1. Comroe’s Arthritis: Hollander, J. L., p. 149 (Fifth 
Edition, Lea & Febiger, Philadelphia, Pa. 1953). 


2. Merck Manual: Lyght, C. E., p. 1102 (Ninth 
Edition, Merck & Co., Inc., Rahway, N. J. 1956). 


meprobamate to relieve muscle spasm 
prednisolone to suppress inflammation 
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ADVERTISEMENTS 


For Speedier Return to Normal Nutrition 


and the Medically Acceptable 
Reducing Diet 


1, any medically acceptable reducing diet prescribed today, 
meat can serve as an important nutritional component. 
Curtailment of the daily calorie allowance must not deny 
the patient the protein, vitamins, and minerals required for 
good nutritional health. Fad diets which eliminate certain 
basic foods can hardly be considered medically acceptable. 


Calorie for calorie, no other commonly eaten food supplies 
the quality and quantity of protein which lean meat pro- 
vides. Its B vitamins and minerals are needed daily, regard- 
less of calorie restrictions. 

Even when coexistent pathological conditions require that 
the calorie-reduced diet be further limited to foods low in 
fiber or in sodium, meat fills the same important place in 
each day’s food allowance. The fat content of lean meat is 
relatively low, and meat can be prepared in various ways, 
as called for by almost every special diet. 

In any diet which must deviate from accustomed eating 
habits, the taste appeal of meat makes it easier for the patient 
to adhere to the restrictions imposed. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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ADVERTISEMENTS 


DUR TIME 


At the last accounting,! physicians throughout the coun- 
try had administered at least one dose of poliomyelitis 
vaccine to 64 million Americans—all three doses to an 
estimated 34 million. Undoubtedly, these inoculations 
have played a major part in the dramatic reduction of 
paralytic poliomyelitis in this country. 
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Incidence of polio inthe United States, 1952-1957 
(data compiled from U.S.P.H.S. reports) 


vaccine is plentiful for the job remaining 


There are still more than 45 million Americans under 
forty who have received no vaccine at all and many 
more who have taken only one or two doses. 


As it was phrased in a public statement by the Depart- 
ment of Health, Education, and Welfare: 
“It will be a tragedy if, simply because of public 
apathy, vaccine which might prevent paralysis or even 
death lies on the shelf unused.’’? 


Eli Lilly and Company is prepared to assist you and 
your local medical society to reach those individuals who 
still lack full protection. For information see your Lilly 
representative. 


1.J. A. M. A., 165:21 (November 23), 1957. 
2. Department of Health, Education, and Welfare: News Release, October 10, 
1957. 
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Cervical Spine Fusion 


Treatment of Forward Fracture-Dislocation 


JOHN F. THURLOW, M.D., Hays 


During the past several years, we have had occasion 
to treat 26 forward fracture-dislocations of the cer- 
vical spine. It was felt necessary in four of these cases 
to perform cervical spine fusion to restore stability. 
We would like to report these four cases, although 
the number is small, in order to point out that the 
procedure may be a useful adjunct in the treatment of 
the severe case. 

Fusion of the injured and adjacent cervical verte- 
brae in the treatment of forward fracture-dislocation 
is not new. An attempt at internal fixation of the 
cervical spine was made in 1891 by Hadra,! who 
lashed the cervical spinous processes together with 
wire. In 1937, Ryerson and Christopher? reported a 
case in which they obtained fusion of the cervical 
spine by means of wire fixation and bone graft. 

The principal contribution on this subject was 
made in 1942 by William A. Rogers* of Boston. He 
reported 11 cases of forward fracture-dislocation of 
the cervical spine in which it was necessary to stabilize 
a segment by osseous fusion. Rogers emphasized the 
necessity for preliminary skeletal traction by means 
of skull tongs. He also recommended the use of en- 
dotracheal anesthesia for the fusion. 

In connection with the use of endotracheal anes- 
thesia we would like to point out a report by Freder- 
ick A. Fendert of San Francisco. Fender pointed out 
that after injury of the cervical spine, quadriplegia 
from massive disk herniation could occur as a result 
of intubation. This was proved by autopsy in one case. 

Our method of treatment differed from that of 


Presented before the Orthopedic Section, Kansas Medical 
Society, Hutchinson, May 1955, and before the Kansas 
Chapter, American College of Surgeons, Great Bend, Sep- 
tember 15, 1957. 
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Rogers in three respects. First, we were able to effect 
reduction by skeletal traction prior to surgery, so that 
open reduction was avoided. Second, we did not em- 
ploy wire fixation of the vertebrae to be fused. Third, 
we employed local anesthesia in carrying out the fu- 
sion although at the outset we were not aware of Fen- 
der’s experience. 

Local anesthesia in exposing and fusing the cervical 
spine has proved to be unexpectedly satisfactory. Our 


The important consideration in for- 
ward fracture dislocation is maintenance 
of the integrity of the cervical cord and 
spinal nerves. The use of traction with 
skull tongs provides safety in this regard, 
makes the patient comfortable, and us- 
ually brings about reduction. When there 
is considerable damage to the injured 
vertebra, with instability, free fragments, 
or long continued dislocation prior to 
treatment, cervical spine fusion may be 
necessary to prevent recurrence of de- 
formity and return of nerve pressure 
symptoms. Fusion can be done with 
greater safety under local anesthesia. 
Fusion of a segment of the cervical spine 
is readily obtained, using iliac bone, does 
not increase duration of hospital stay, 
and assures stability and continued free- 
dom from pain and eventual degenera- 
tive change. The limitation of motion re- 
sulting is not considered by the patients 
to be disabling. 
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experience in this small number of cases indicated 
that it was of definite help to have the patient's com- 
ments on the effects of pressure in the area of the cer- 
vical spine being exposed. Pressure on the dural sac 
can thus be avoided. The procedure under local anes- 
thesia was tolerated remarkably well. 


Indications 


It is our feeling that fusion of the injured and ad- 
jacent cervical vertebrae is required in three varieties 
of forward fracture-dislocation. In general, these are 
those in which the greater instability and likelihood 
of pressure on the dural sac and cord exist. 

The first type of case in which we believe fusion is 
advisable is that in which there is definite comminu- 
tion and compression of the vertebral body. Here 
fusion may be necessary to prevent recurrence of 
flexion deformity following discontinuance of im- 
mobilization. 

The second type of case in which fusion is felt to 
be advisable is that in which the posterior elements 
of the injured cervical vertebra are detached from the 
vertebral body so that there is random movement of 
the vertebral body and the free posterior elements. 

The third indication for cervical spine fusion is a 
dislocation of long standing. These are prone to recur 
in spite of long continued immobilization. 


General Treatment Plan 


Our plan of treatment was to institute traction in 
some form as soon as possible after the patient is first 
seen. Skeletal traction is applied after satisfactory 
films are obtained. We prefer the use of Barton skull 
tongs and the Stryker frame, the head of which is 
elevated. The tongs are made fast to the head of the 
frame to create traction by the weight of the patient’s 
body. This permits turning of the patient and facili- 
tates his care. The amount of traction is varied by rais- 
ing or lowering the head of the Stryker frame. Rais- 
ing or lowering the patient’s shoulders permits one 
to vary the degree of flexion or extension of the neck. 

We have employed a pull in the line of deformity 
at the outset, gradually bringing about a small degree 
of extension as portable x-ray films indicate improved 
position. In the cases discussed in this paper, traction 
brought about a satisfactory reduction in periods 
varying from five days to four weeks. After reduction 
was obtained, as indicated by films, it was tested by 
gentle extension of the patient's neck by elevation of 
the shoulders. If no paresthesia or discomfort resulted 
from the extension, it was felt to be of sufficient sta- 
bility for carrying out fusion. 

To carry out cervical spine fusion on the conscious 
patient requires attention to some minor but impor- 
tant details. Transfer to the prone position on the 
surgical table must of course be done with continued 


traction and without flexion or extension of the neck. 
There must be a comfortable support for the face, a 
degree of immobilization of the head, no interfer- 
ence with breathing, and a provision for continuing 
traction during surgery. We found the McBride frame 
for low back surgery useful for this purpose. The 
Stryker frame may also be used as an operating table 
but must be elevated to a satisfactory working level. 

The patient’s back was prepared and bone was ob- 
tained from the ilium, using 1 per cent and 1 per 
cent procaine. These cancellous bone strips were set 
aside, the donor site was closed, and the cervical 
region was infiltrated with procaine over the area for 
which exposure was desired. 

When we approached the deep cervical fascia, 1/, 
per cent procaine was infiltrated in the cervical mus- 
cles and down to the laminae. These were cleared 
with sharp and blunt dissection in the region felt to 
be the site of injury. A clip was placed on the first 
spinous process which was exposed, and a lateral x-ray 
was taken for identification; this is a necessary pre- 
caution to be certain of fusing the vertebrae which re- 
quire it. After complete exposure of the affected ver- 
tebrae, and the laminae of the adjacent vertebrae, 
those are roughened with the Hibbs gouge or rongeur. 
It may not be possible to turn up bone fragments on 
the injured vertebra, as the laminae may be loose. The 
cancellous bone strips are then laid across the rough- 
ened laminae, bridging the injured and adjacent ver- 
tebrae. The spinous processes are then freshened and 
a graft is laid over them. Wire was not used to ob- 
tain any part of the fixation in our cases, although 
this has been the practice elsewhere. 

The cervical fascia was then sutured over the grafts, 
and the closure completed to the skin. The patient 
was immediately returned to the Stryker frame, and 
traction was continued. 


After-Care 


Traction was then continued for varying lengths of 
time, according to the requirements of the individual 
case. After three or four weeks, on the average, a cast 
was applied. The patient was then allowed to be up 
and was discharged from the hospital. 

The cast was removed when x-rays seemed to indi- 
cate that fusion was firm, which was usually in three 
months. A cervical brace was then substituted. Further 
consolidation of the graft was then allowed to take 
place before removal of this protection. 


Case Reports 


Case 1. This patient, a 30-year-old racing driver, 
was injured July 22, 1952, when his car overturned 
in a race. On regaining consciousness, he noticed 
weakness of the right arm and difficulty in voiding. 

He was transferred to our hospital where an exam- 
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ination showed absence of reflexes in the right arm 
but no pathological reflex in any extremity. A lateral 
view of the cervical spine showed a fracture-dislocation 
of the third cervical vertebra with separation of the an- 
terior and posterior portions of the vertebra (Figure 
1). 

The antero-posterior view of the cervical spine 
showed a defect in the right lamina of the third 
cervical vertebra and an avulsion of the right first rib, 
which accounted for weakness and hypesthesia of the 
right arm. Skull tongs were applied on the day fol- 
lowing admission to the hospital, but he continued to 
require catheterization. 

After four days of traction with skull tongs on a 
Stryker frame, there was some improvement in the 
alignment of the cervical spine. Traction was con- 
tinued with the equivalent of 15 pounds of weight 
and he regained his ability to void, although return of 
function in the right arm was slow. 

After four weeks of traction, there was a more 
nearly normal relationship of the third cervical body 


with that of the second and fourth. An additional two 


weeks was allowed to elapse, however, before spine 
fusion was done so that there would be less tendency 
to free movement of the posterior elements of the 
vertebra. Six weeks after the accident, he was taken 
to surgery where fusion was carried out. With pres- 
sure of the gouge on the third cervical lamina, there 
was complaint of tingling in the upper and lower 
extremities. It was possible to roughen the lamina, 
however, with short, quick taps on the gouge. The 
procedure was slow and difficult in this case because 
of bleeding, and it required three hours. There was 
moderate shock. There was some swelling of the neck 
for the first few days following surgery, but the pa- 
tient was comfortable. He remained in traction for 


four weeks, when a cast was applied and the tongs 
removed. He got up in the cast, and slight flexion de- 
formity reappeared at the site of injury, but we felt 
it to be insufficient to prevent a good result. He was 
discharged from the hospital one month after opera- 
tion. 

Figure 1 shows the fusion present three and a half 
months after operation. The cast was removed two 
and a half months after its application, and there was 
then fairly solid union between the second, third, and 
fourth cervical vertebrae. He wore a protective cer- 
vical brace until February, 1953, at which time he 
was discharged as recovered. There was still slight 
residual arm weakness, but he passed an examination 
as a police officer. He had no discomfort but there 
was slight restriction of neck motion in flexion and 
extension, as would be expected. 

Case 2. This 19-year-old boy was injured in an auto- 
mobile collision in July, 1950, and complained of tin- 
gling in the fingers of his right hand. A lateral view of 
the cervical spine showed a comminuted fracture of 
the fifth cervical vertebra (Figure 2), with disloca- 
tion and encroachment on the spinal canal. There was 
no neurological deficit. Barton tongs were applied, us- 
ing conventional traction with the patient in bed, the 
head of which was elevated. 

After three days of traction, the height of the ver- 
tebral body was restored and we decided to carry out 
cervical spine fusion with local anesthesia, which was 
done 12 days after the accident. After this surgery the 
patient was placed on the Stryker frame, and traction 
was continued for six weeks. A cast was applied and 
he was discharged two months after the accident. The 
cast was removed four months after the injury. He 
wore a brace for approximately ten weeks; then he 


Figure 1, Case 1. The antero-posterior view shows a fracture of the right lamina of C-3. Avulsion of the right 
first rib is also seen in this film. The lateral view shows the detached vertebral body of C-3 shifted forward and ro- 
tated. The second lateral view shows the postoperative alignment and fusion mass. 
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Figure 2, Case 2. On the left, comminution of the body of C-2 and encroachment of the fragments on the spinal 


canal are evident. The second lateral view shows the fusion obtained (Dr. Moore’s case). 


was discharged. The patient was not seen again until 
December 1, 1953. 

He was then in a Marine uniform with overseas 
ribbons, having seen combat service in Korea. Figure 
2 shows the fusion obtained. He had no complaints, 
had not been inconvenienced by his fusion, and was 
no longer aware of having any limitation of neck 
motion. 

Case 3. A 22-year-old housewife was injured on 
June 17, 1951, in a car which overturned. At a nearby 


hospital she was found to have a fracture of the right 
forearm and of the left clavicle. These fractures were 
treated, but the cervical spine injury escaped notice in 
spite of the fact that films of the neck were made. She 
complained of increasing neck pain which had be- 
come severe five weeks after the accident and was 
forced to rest in bed frequently to relieve it. 

We first saw her three months after the accident. 
At that time her cervical spine injury had been dis- 
covered. She then complained of stiffness of the neck, 


Figure 3, Case 3. At the left, the patient is attempting flexion of the neck; in the second film there is an attempt 
at extension; in both views fracture-dislocation at C-6-7 is evident. On the right are seen the postoperative align- 


ment and the fusion of C-5-6-7. 
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pain in the back and legs with flexion of the head, 
and neck discomfort on attempts to extend the neck. 
Examination showed slight inequality of reflexes and 
a questionably positive left Hoffmann reflex. There 
was extension of the toes on stroking the left shin, 
but the Babinski sign was bilaterally negative. Films 
were taken in flexion and extension, and Figure 3 
shows efforts to flex and extend the neck. 

A dislocation between the sixth and seventh cer- 
vical vertebrae is evident. It can now be seen also that 
there is detachment of the spinous process from the 
body and articular processes of the sixth cervical 
vertebra. We advised skeletal traction but doubted 
that this alone could effect reduction. Tongs were ap- 
plied and the patient was treated on a Stryker frame. 

After four days of traction there was some im- 
provement, and it was felt that one facet might have 
slipped posteriorly. After one week of traction there 
was an apparent reduction of the dislocation, and 
both facets appeared to be reduced. Oblique films 
were then made, and the impression that reduction of 
the facets on both sides had been effected was con- 
firmed. 

Twelve days after admission she was taken to sur- 
gery where the fifth, sixth, and seventh cervical ver- 
tebrae were fused with iliac bone. Ten days after 
surgery the sutures were removed and a cast was ap- 
plied which, it was felt, would effectively hold the 


C-4-5-6 are seen. 


neck and head in extension and prevent loss of re- 
duction. 

She was then ambulatory in her cast but remained 
in the hospital. She complained of pain in the right 
shoulder and thorax and of discomfort in the right 
tempero-mandibular joint. These complaints were 
eventually relieved and she was discharged to go 
home seven weeks after admission. She returned as 
an out-patient in five weeks, bringing films which 
were taken elsewhere and which showed recurrence 
of some forward displacement of the sixth cervical 
vertebra. This required removal of the cast and an 
additional period of traction of about five weeks. She 
then wore a cervical brace of the Forrester type. Fig- 
ure 3 shows the degree of fusion four months after 
operation. There is slight forward shift of the sixth 
on the seventh cervical vertebra, but stability has been 
regained. 

She was completely relieved of her arm complaints 
and did not feel that she had any noticeable degree 
of restriction of neck movement. ° 

Case 4. This patient was a 26-year-old stockman 
who fell asleep at the wheel of his car and collided 
with a building in August, 1951. He was unconscious 
for a time. On regaining consciousness he complained 
of pain in his right shoulder. There was difficulty in 
voiding, lasting several days. We first saw him a week 
after the injury. There was no discernible neurologi- 


: 
A 
Figure 4, Case 4. At the left, the fragmented body of C-5 is seen prior to treatment by traction; the body of m 
this vertebra is shifted toward the spinal canal. In the second film, postoperative alignment and fusion between 


208 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Figure 5, Case 4. Photographs showing the range of flexion and extension following fusion from C-4 to C-6 


inclusive. 


cal deficit. Figure 4 shows a comminuted fracture of 
the fifth cervical vertebra and the posterior shift of 
the vertebra so that it intrudes on the spinal canal. 

The traction rapidly improved the alignment of the 
cervical spine. Extension was then gradually increased 
by elevating the shoulders. The complaint of pain in 
the right shoulder and arm subsided. Eighteen days 
after admission, cervical spine fusion was done, bridg- 
ing the fourth, fifth, and sixth cervical vertebrae 
with iliac bone. Traction was continued on the Stry- 
ker frame for four weeks after operation, when a cast 
was applied and he was discharged from the hospital. 
Three and one-half months after fusion the cast was 
removed. He wore a brace for a few weeks. Figure 4 
shows the degree of fusion which was obtained. This 
film was taken a year after operation. He had carried 
on full farm work since the time we had last seen 
him and had had no discomfort in the neck or arm. 

Figure 5 shows the range of extension movement 
in this patient after fusion of the fourth, fifth, and 
sixth cervical vertebrae. 


Conclusion 


1. Skeletal traction should be instituted as soon as 
possible after injury of the cervical spine. It may im- 


prove position or even bring about reduction after 
long delay in beginning treatment. 

2. Cervical spine fusion can be helpful in restoring 
stability to the damaged cervical spine, but it should 
be delayed until maximum improvement in align- 
ment has been effected by traction. 

3. Continued traction for not less than four weeks 
following surgery is advisable, after which a cast or 
an accurately fitting brace can be used to get the pa- 
tient up and about. 

4. Immobilization can later be provided with a 
cervical collar, and it should be continued for at least 
four months after surgery. 


Box 696 
Hays, Kansas 
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Carcinoma of the Male Breast 


RALPH R. MELTON, M.D., Marion 


A cyst of the male breast is extremely rare. Approx- 
imately 1 per cent of all carcinomas of the breast 
occur in males. Since it occurs infrequently, it arouses 
considerable interest when it is diagnosed and stimu- 
lates a desire to share that interest with others. 

This is especially true when the tumor is of enough 
size to photograph well. Good clinical photographs 
were obtained of the case herein presented. It is 
rather unusual for a surgical delicacy to be permitted 
to attain such glorious proportions unmolested under 
the assumption that because of the patient’s age, no 
harm would come from it. The presentation here, 
with photographs, may stimulate interest in the ex- 
amination of the male breast and in other medical 
rarities that occasionally are encountered in a general 
practice. 

Case History. A 79-year-old white male, a retired 
farmer, presented himself on August 4, 1953, with a 
chief complaint of swelling in the left breast which 
had gradually enlarged since 1946 and was irritated 
by his clothing. An occasional sharp pain had shot 
through it during the past six months. The only his- 
tory of injury was that when he was a young man he 
had been kicked in this area by a horse and the hoof 
print remained for several days. 

Personal History. He usually felt well except for 
some heart trouble (irregular) for several years for 
which he was taking aminophylline. It was also re- 
ported that he had suffered a slight stroke in June, 
1953. He had been under treatment by his physician 
for these various ailments since 1949. No hormones 
had been given for prostate or breast. 

Family History. No history of cancer had been re- 
ported in his family. 

Physical Examination. Except for some artetio- 
sclerotic changes, slight parkinsonism, slurring of 
speech, and a slight irregularity of his heart, the 
physical examination was negative. Blood pressure 
was 140/90, pulse 80, regular. He was rather obese. 
The prostate was enlarged 3 plus. The left breast was 
enlarged 8 x 7 x 4 cm. and was pendulous, the skin 
was thinned and bluish. The breast was transillumi- 
nated. The swelling was fluctuant, movable, and 
discrete. The nipple was retracted and adherent, and 
there was no discharge. There were no palpable 
lymph glands. The right breast was larger than usual. 

Surgery. A mastectomy was performed under 1 per 
cent procaine. 


Papilliferous Cystadenocarcinoma 


Pathological Report. The specimen consisted of an 
elliptical piece of skin which measured 11 cm. by 8 
cm. The center of the skin was occupied by a mam- 
milla. There was an abundance of subcutaneous tissue 
attached. The consistency of the specimen was soft. 
On cut section, there was a large cyst within the sub- 
cutaneous tissue which was filled with a brownish 


Carcinoma of the breast is infrequent 
in males. Approximately 1.24 per cent 
of all breast carcinomas occur in the 
male breast. Approximately 20 per cent 
have a five-year survival after treatment. 
Regional metastasis is of high incidence 
at the time of consultation. Treatment of 
choice is radical mastectomy. Orchiec- 
tomy, radiation, and hormones (stilbes- 
trol) are palliative in far advanced cases. 


Figure 1. Papilliferous cystadenocarcinoma of the 


breast. 
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gelatinous material. The wall of this cyst showed a 
papillary tumor which was brownish red and meas- 
ured approximately 1 cm. in thickness. 

Microscopic Examination. Sections of the submitted 
lesion taken from the wall at the site of the grossly 
papillary structure showed the wall to be composed 
of a dense fibrous and collagenous connective tissue. 
The lining was formed by columnar epithelium ar- 
ranged in elongated papillary structures with a stalk 
of fibrous connective tissue. Adjacent to these were ir- 
regular glandular structures which were lined by 
epithelium arranged in papillary formation. There 
were focal deposits of deeply basophilic calcified ma- 
terial within the tumor. The individual cells had 
small, round to oval nuclei and an abundance of 
granular, well defined eosinophilic cytoplasm. Moder- 
ate numbers of mitotic figures were identified. There 
was variation in the size, shape, and staining reaction 
of the individual tumor cells. 

Pathological Diagnosis. Dt. W. P. Callahan, Jr., 
Wichita pathologist, gave a diagnosis of papilliferous 
cystadenocarcinoma of the breast. 

Postoperative Course. Other than being confused at 
times, the patient’s postoperative period for the first 
seven days was uneventful. The wound was healing 
nicely and the sutures were removed. The seventh 
night, in trying to get back in bed, his wound was 


Figure 2. Lateral view, papilliferous cystadenocar- 
cinoma of the breast. 


avulsed. This was repaired. He was released to go 
home and return to have the sutures removed later. 
He recovered nicely without x-ray therapy. He died 
on October 17, 1957, with no evidence of recurrence 
or metastasis. Death was attributed to ‘‘several light 
strokes.” 

Review. Approximately 0.14 per cent of all cancer 
in males is due to carcinoma of the breast. According 
to Neal, 1.24 per cent of all carcinomas of the breast 
occurred in males in his review of 9,279 specimens. 
The average age is around 57. Sachs reported a case in 
a boy of 12, and Wainright reported one in a man of 
91. The etiology is presumably that of carcinoma oc- 
curring in other parts of the body; however, during 
the past few years, an occasional case has been record- 
ed in which carcinoma of the breast has developed 
in patients receiving stilbestrol therapy for carcinoma 
of the prostate. The same also has been reported as 
developing in women undergoing prolonged stil- 
bestrol therapy for menopausal symptoms. Both of 
these conditions are subject to the possibility of coin- 
cidence, however. Some authors have maintained that 
development of carcinoma is most probably due to 
estrogenic treatment. This is doubted by others of 
equal authority. 

It is interesting that carcinoma of the male breast 
was noted by Ambrose Pare in the 16th century. The 
symptoms are similar to those of carcinoma of the fe- 
male breast. Sachs reviews the symptoms of 205 cases. 
The following was noted: retraction of the nipple, 
33.1 per cent; pain in the breast, 38.1 per cent; bleed- 
ing from the nipple, 14.5 per cent; ulceration, 20.6 
per cent. Presence of a mass in the breast is found in 
approximately 50 per cent. 

The prognosis, as set out by Wainright’s work in 
163 cases, showed only 19 per cent survival after five 
years. Sachs, at the other extreme, in his study of 205 


Figure 3. Section of specimen showing papilliferous 
cystadenocarcinoma in the male breast. 


q 
- 
| 


MAY, 1958 


cases showed a five-year survival of 47.8 per cent. In 
spite of the wide variation in these two studies, the 
over-all survival in other reports keeps the average 
at around 20 per cent after five years. This is much 
poorer than the survival rate in females. This may be 
explained by the failure of the patient to recognize 
the symptoms and the failure of the physician to 
recognize the potentialities of a mass in the male 
breast with its scant breast substance for surrounding 
extension before metastasizing. 

In Sachs’ cases (205), 46 per cent had axillary in- 
volvement. Neal’s cases showed 32 per cent involve- 
ment of axillary and regional nodes when first exam- 
ined. The duration of symptoms before seeking med- 
ical aid in Sachs’ cases was an average of 1.14 years. In 
Gilbert’s cases (47), the time elapsed between symp- 
toms and seeking medical aid was 2.05 years. 

Other tumors of the male breast to be considered 
when a mass is encountered are: abscess or other in- 
flammation producing either acute or chronic mastitis, 
gynecomastia, or mammary hypertrophy. Cysts are ex- 
tremely rare. Other rare lesions are sebaceous and der- 
moid cysts, hemangiomas, lipomas, and lymphangio- 
mas. 


Summary 


A case of carcinoma of the breast in a 79-year-old 
male is reported. The tumor had existed for seven 
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years. A superficial review of the literature is given. 
The patient expired four years and two months after 
the operation, and the cause of death was reported as 
generalized arteriosclerosis. Physical examination 
showed no evidence of recurrence or metastasis. 


St. Luke Hospital 
Marion, Kansas 
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No group has played a greater part in America than the leaders of industry 
and commerce. The qualities of those leaders have, however, changed with the 
times. Each period has had its tensions, and each the men to master them. Today 
those tensions are greatly compounded by the pace of events. . . . There was a 
time when a new product hardly affected the household; now business opera- 
tions may transform the country and indeed, affect the world balance of power. 

The fact is, we are not just in business, we are remaking our society, and we 


are dealing with questions of peace and war. 


—John S. Coleman 
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Psychiatric Care 


Benefits Available from Adjunctive Therapists 


RALPH CRAWSHAW, M.D., Topeka 


A pressing and immediate problem for all con- 
cerned with mentally ill patients is learning what 
treatment they receive in psychiatric hospitals. It is 
known that a large number of psychiatric patients 
enter hospitals, receive treatment, get well, and 
leave. But how a change is brought about defies a 
ready answer. 

We know that tranquilizing pills are given, shock 
treatment prescribed, psychotherapy carried out, but 
in few cases do we have a clear understanding of 
why the patient has changed for the better. Not 
only do the treatment modalities vary from institu- 
tion to institution, but also within institutions, from 
section to section, there may be differences, and 
from person to person the differences in effective 
treatment may be great. It is impossible to study ade- 
quately all of the available therapies, but attempts 
can be made to clarify the effectiveness of some. 

At the Menninger Foundation we have addressed 
ourselves to the problem of understanding better 
one of the accepted psychiatric treatments, adjunc- 
tive therapy. We have attempted to clarify what ad- 
junctive therapy is, what it does, and what it should 
be expected to do. From the experience of our 
study, I present my idea of the necessary ingredients 
in effective adjunctive therapy. 

Our hospital is a 118-bed, active-treatment psy- 
chiatric hospital which carries in addition approxi- 
mately 40 to 60 day patients. There is an adequate 
staff of physicians, psychologists, social workers, and 
nurses, as well as adjunctive therapists. We consider 
as adjunctive therapists those staff members who are 
concerned with the activities of the patients which 
would correspond to their work and play in normal 
life. They number about 27. Adjunctive therapists 
include those with training in the manual crafts, 
sports, recreation, creative arts, group social activities, 
academic activities, and physical therapies. 

As part of a widespread network of projects in- 
tended to increase our understanding of adjunctive 
therapy, the following approach was developed: A 
working psychiatric team was established about one 
clinical problem. Thus, it was hoped, a body of knowl- 
edge through mutual clinical experience could be de- 
veloped to define the task of the adjunctive therapist. 


This work is not connected with the author's present affili- 
ation with the Veterans Administration and was accom- 
plished prior to July, 1957. 


in a Hospital Setting 


The staff psychiatrist, as team leader, chose a patient as 
the subject and sent a memo to all personnel who 
might be at all interested in this particular patient. The 
memo stated that on Thursdays we would hold a lunch- 
eon meeting to discuss the patient’s treatment. The 
lunch hour was chosen since in our busy schedule there 
appeared to be no other time mutually available. It was 
not obligatory for anyone to come. Our interest con- 
cerned those feelings and considerations of the ad- 
junctive therapist which could be given only volun- 
tarily without the implied coercion of a directive. 


Patients in mental hospitals can often 
be materially benefited if the services 
available from adjunctive therapists are 
fully utilized. Such therapists, as dis- 
cussed here, include those staff mem- 
bers concerned with the activities of the 
patients which would correspond to 
their work and play in normal life. 


The patient’s background is a follows: She is a 34- 
year-old unmarried woman who came to our hospital 
in 1956 after seven years of psychotic illness, para- 
noid schizophrenia. She is the youngest of three 
children, having two older brothers, both of whom 
are married and have made satisfactory adjustments. 
Her father is a retired, successful business executive, 
and her mother remains active in many social and 
community affairs. 

The patient was a shy, retiring child who made a 
satisfactory adjustment throughout high school and 
in college was an excellent student. Following grad- 
uation she became a secretary, and while on a trip to 
Europe with her father she developed her present 
illness. Confusion, withdrawal, and paranoid 
thoughts were apparent at the onset. Since 1948 
she has been continually under some type of psychi- 
atric treatment, which has included psychotherapy, 
group therapy, insulin shock, electroshock, and tran- 
quilizing drugs. 

When she came to our hospital in 1956 she felt 
that there was little hope left for her and expected 
to undergo a lobotomy. She had numerous tics, talked 
loudly to herself, showed little interest in the world 
about her, had poor personal hygiene, and was openly 
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psychotic. On a program of milieu therapy, intended 
to give her structure and to open for her some 
avenues of gratification, she showed slight improve- 
ment. An attempt at psychotherapy was unsuccessful, 
and our goal in simplest terms was to help her estab- 
lish herself outside an institution. Rather than to re- 
turn her to her relative high achievement prior to 
the onset of illness, our therapeutic efforts were lim- 
ited because of the length and depth of her illness. 

This particular patient was chosen because of our 
_discrete goals, to discharge her from the hospital in 
a condition which would allow her to maintain her- 
self in a family care home. Second, the patient was 
well known to the staff. Third, she had not shown 
any great swings of improvement or regression but 
had demonstrated only slight improvement. Fourth, 
she was seen by the staff in so many different ways 
that no consistent picture of her was being reported. 

In the first meeting our clinical team had little 
difficulty getting started. Some interesting questions 
came up which apply more to team operation than to 
the patient. Several wondered what they had done 
that was wrong. It appears that one of the natural 
reactions for the staff, upon learning that a meeting 
has been called, is to feel that they have done some- 
thing wrong. Another questioned the fairness of 
spending so much time on one particular patient. 
Also discussed was the added responsibility that these 
meetings gave the staff. Though the questions are 
interesting, they are digressions from our primary 
problem, which is understanding the adjunctive thera- 
pist. 

From experience gained at these regular team meet- 
ings, we have a clinical impression of adjunctive 
therapists, how they have succeeded or failed, and 
we have clearly learned some lessons. First is the ap- 
preciation adjunctive therapists have of the impor- 
tance of their own conduct toward the patient. This 
is sometimes called ‘the use of the self.” It is not 
easy for an individual to discuss himself in a group, 
but we were not long in reaching the point in our 
team meetings where the adjunctive therapists could 
ask if they were right or wrong in certain approaches. 
The emphasis never was on the patient’s accomplish- 
ment in the craft; it always remained on what the 
patient was doing with the adjunctive therapist, 
sometimes directly and sometimes through the craft. 

As a result of our team experience, there appear 
to be certain qualities or principles which can be 
seen in adjunctive therapists’ work. These principles 
all lead to enriching their relationship with the pa- 
tient and enhancing treatment. 

The qualities which clearly were part of the work 
of the successful therapist can be placed under two 
general headings. First is proficiency in his craft, or 
special skill, and second is a degree of competency 
in interpersonal relationships, often referred to as 
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“the use of the self.” The first, competency in the 
specific skill or specialty, is indispensable. If the 
adjunctive therapist does not know his gross work, 
he will not be free to go beyond the work in dealing 
with the patient. The craft should become an in- 
grained part of the occupational therapist and, as all 
good tools, a help, not a hindrance, in doing his job. 
It is not my feeling that the therapist need be corm- 
petent in all aspects of his field, nor a perfectionist 
in any particular part; he should be well grounded 
and secure in the general mechanics of his operation 
so that he can be free to do his most essential job, 
working with patients. 

Under the second heading, competency in inter- 
personal relations, the effective therapists were capa- 
ble of observing in a sophisticated fashion, com- 
municating intelligently, willing to interact with 
the patient, and possessed of a sense of professional 
dedication. Rather than leave these qualities as a list 
of words, we can enlarge upon them from our 
team’s experience. 

Observation in its simplest form means merely 
looking at and listening to what is going on. This is 
not enough; the therapist should know what he is 
looking for, and at the same time be ready to see 
or hear the unexpected. He must know something 
about the patient, and he must know what the doc- 
tor is looking for, as well. One of the reasons the 
psychiatrist chose the patient was the varied picture 
she presented to different people, and few realized 
how differently she was seen by the staff. After a 
few meetings, they clearly understood that the psy- 
chiatrist was interested in knowing how much mum- 
bling and talking to herself the patient did. We came 
to call this symptom “‘static,”’ since it literally had 
somewhat the quality of static on a radio. She could 
be talking and at the same time carry on a slight un- 
dertone of mumbled words. Early in her stay she 
would do this with the psychiatrist, but as treatment 
progressed, this symptom left their relationship. He 
was interested to see where it was still appearing. 
He was not receiving many reports about this symp- 
tom since some of the therapists did not think of the 
trait as important. They observed it frequently and 
felt that others did also. Other therapists were not 
reporting it because it happened infrequently in 
their contacts with the patient. When they learned 
that the psychiatrist considered it important as a 
distorted expression of hostility, they began looking 
for it in that context. Observation of the patient's 
mumbling now began to have psychological meaning 
for them and, more important, gave them a deeper 
insight into the patient, which in turn allowed for a 
closer relationship. For the leader to know where 
the static was occurring proved valuable, since he 
could continue working with the patient in terms of 
her presenting symptoms, which superficially she 
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kept out of their relationship. The observation had 
gained more meaning for all members of the team. 

Another quality of great importance is the ability 
to communicate freely. Often the therapist feels 
that he does not have adequate opportunity to com- 
municate since the doctor's ear may not be readily 
available. This common feeling is best considered 
by examining carefully what the therapist is prepared 
to do when he does have the doctor’s ear. In our 
team meeting, we discussed the fearfulness on the 
part of the therapist to report. The staff, as they 
grew freer, investigated why the meetings had been 
called. Were they doing something wrong? The im- 
plication they gathered by my request for communica- 
tions was that they had done something wrong. 
When someone took an interest in their work, they 
felt the interest was based on some shortcoming 
rather than on a genuine desire to implement the 
patient’s treatment. This may not be true of other 
settings or other teams in our setting, but it was true 
that our therapists acknowledged a certain defen- 
siveness in their communications. 

Another point is to be aware of how much com- 
munications can relate to therapists’ problems rather 
than to the patient’s problem. Thus, a number of 
questions asked about the patient and her routine 
at first glance appeared to be merely inquiries about 
schedule. It gradually became clear that the question 
was being asked by the therapist, “Why is the pa- 
tient not coming to my shop more frequently? Is it 
because she does not like me?” Again, this was not 
explicit in the question, but it was the repeated feel- 
ing of the therapist in the communication. When he 
learned that the patient accepted the shop and the 
work in her own particular fashion, he no longer 
felt the necessity of asking detailed questions about 
the patient’s routine. 

Our therapists were also alert to another quality im- 
plicit in communication, and that is the idea that 
communication is two-way. The therapist has to 
learn what the doctor means when he says certain 
things. It is important that he remain alert to the 
doctor's communications so that he can not only 
understand the concrete suggestions implicit in what 
the doctor says but also his style; he can know why 
the doctor says what he says. This implies a certain 
amount of relaxed interplay between the doctor and 
the therapist so that the therapist can explore the com- 
munications pertaining to the patient. 

Still another point connected with intelligent com- 
munications is the ability to give unfavorable reports 
when they are indicated. This was apparent in the re- 
luctance of the group to come to grips early in the 
meeting with reports that she had not done well. If 
her difficulty could be connected to a specific inci- 
dent, a visit from her family, or a premeditated 
change, the report came easily; however, when the 


therapist felt a report must be given in terms of his 
observations and judgment, it took longer to break 
the ice. Later, as individuals found the group in ac- 
cord with their views, exploration of the patient's 
difficulty never proved hard to carry through. It is 
necessary for the successful adjunctive therapist to 
communicate material which may sound unpleasant 
to others, including figures of authority. If he falters, 
treatment suffers, and the patient may not improve. 

An indispensable quality for success also is a 
willingness to interact with patients. Somewhere 
in his makeup, the therapist must be interested in 
people, how they get well, and what he can do to 
hasten the process. He need not like all people, nor 
should he feel that he has to interact with all people. 
Part of his maturation is his growing awareness that 
there are some patients with whom he just cannot 
be useful. With these patients, the work can be left 
to others. However, to the patients with whom he 
can comfortably interact, he has the opportunity to 
be of great assistance. 

By “interact” we can mean many things, but a 
clinical example can serve to clarify our meaning. In 
dealing with the patient’s symptom of mumbling, her 
“static,” the psychiatrist encouraged some of the team 
to respond directly, remarking on the symptom in 
a way which would recognize with the patient the 
presence of the symptom. One therapist was quite 
reluctant to carry through on the suggestion. He 
pointed out that she was psychotic and might regress. 
He wondered whether or not she actually could stand 
it, and finally said, “I don’t know whether I could 
stand it.’”’ He waited a few weeks, and then, after 
mulling it over, felt a little more comfortable interact- 
ing this way with the patient. Quite spontaneously 
one day, while they were working in the shop to- 
gether, he found that she was mumbling, and he said, 
“I know that you are talking, but I can’t quite get 
the words.” 

The patient’s response, the one he expected to 
lead to regression, was: ‘“‘Oh, thank you. I know I 
talk to myself at times and that I shouldn't. I appreci- 
ate your telling me.” 

The patient could accept his intervention, because it 
came from someone who conveyed in his words, tone, 
and attitude the genuine interst he had in her. For the 
therapist it represented a freedom within himself he 
had achieved by his own work. There was no one 
there who prompted him in his action; it came spon- 
taneously from his willingness to interact with the 
patient. 

Too often our interactions with patients serve only 
to infantilize them, and it sometimes is difficult to re- 
sist an opportunity for active intervention. Another 
example underlines the passive aspect of interaction: 
On a trip to town with an adjunctive therapist, the 
patient became mildly excited while shopping, and in 
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the course of paying for a purchase she turned her 
purse upside down on the counter in her haste to get 
her money out. The therapist was tempted to inter- 
vene immediately and handle the situation for the 
patient, but because she knew the patient and knew 
the patient’s wish to handle the trip well, she paused 
long enough for the patient to regain her composure 
and handle the situation adequately. The interaction 
in this case was the support the patient felt from 
knowing that the therapist was standing by to give 
help if it should be needed. The patient was left with 
the proper latitude to develop and mature. The ther- 
apist had proved herself willing to interact in this 
way. 

The therapist must display a sense of professional 
dedication. It is a quality which is difficult to pin 
down, or to teach, and impossible to standardize; yet 
it is real, personal, and extremely valuable. Though 
undefinable, professional dedication is part of the 
“team spirit.” It is a sense of professional self-assur- 
ance and perspective which not only can be relied 
upon to carry the therapist through the immediate 


problems of patient care but also gives him the long 
range view necessary for a mature approach. 

Our patient has shown improvement. She is now 
out of the hospital, and a great deal of the credit for 
this success rests on the shoulders of the adjunctive 
therapists who have shown not only their skill in a 
particular craft but also keen observation, intelligent 
communication, a willingness to interact with her, 
and a persistent drive to know more about their own 
jobs, so that they could do them better. In present- 
day adjunctive therapy, these qualities are essential. 

Though settings may differ from hospital to hos- 
pital, section to section, it is apparent that those pa- 
tients who are treated by well qualified adjunctive 
therapists in conjunction with a psychiatric team can 
get better. Such therapists make a unique and power- 
ful contribution to the patient’s welfare, and the value 
of their help comes directly from their own high 
personal and professional standards. 


3701 West 21st Street 
Topeka, Kansas 


Rehabilitation of the Aged 


Importance of Psychiatry in Treatment 


THOMAS F. MORROW, M.D., and DORIS M. ROSENBAUM, M.D., Wichita 


Rehabilitation is the process of helping people live 
more effectively. This is a prime goal of modern dy- 
namic psychiatry as well as physical medicine. While 
more specifically the focus of the former is on psy- 
chological factors and the latter on physical factors, 
neither specialty can be separated from the other as 
long as human behavior is involved. 

Three other aspects which these specialties have in 
common are relevant at this time. First, the focus is 
on the individual and his problems, not on the prob- 
lems and an individual. Second, the past experiences 
and performances of an individual are taken into con- 
sideration to explain his present behavior, and it is 
further recognized that the individual has within him- 
self the potential to modify his future behavior. It 
is only in this sense that psychiatry can be called 
dynamic. Third, each specialty is multi-disciplinary 
in approach. This actually is a function of the com- 
plexity of human behavior. 

In psychiatry, then, we speak of the psychiatric 
team which combines and coordinates the skills of the 
psychiatrist, psychologist, social worker, psychiatric 


nurse, and aide in understanding the individual and 
his problems. 

This paper is a report of the activities of such a 
team which makes up the staff of a small, dynamically 
oriented psychiatric hospital—namely, Prairie View 
Hospital in Newton. Without ‘each discipline it 
would not have been possible to have arrived at the 
conclusions we present here. Our specific interest in 
the older patient dates back to a staff meeting ap- 
proximately a year and a half ago in which our aides 


Outlined here is the treatment given 
aged patients at Prairie View Hospital 
in Newton. A team composed of a psy- 
chiatrist, a psychologist, a social worker, 
a psychiatric nurse, and an aide coop- 
erate in achieving the best possible eval- 
uation of the patient’s status on admis- 
sion and in planning a mode of therapy 
designed to give maximum help. 
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presented for discussion the topic, “How should we 
treat our elderly patients?” 

To approach this question one must first examine 
the thinking underlying our traditional concepts of 
the aged. This traditional concept is focused on prob- 
lems as manifested in symptoms and pathology. The 
individual with these problems is considered only 
secondarily. 

For a long time such symptoms in the aged as for- 
getfulness, irritability, loss of interest in self and 
surroundings, wandering off, disorientation, and de- 
pression have been related simply to organic changes 
in the brain. 

The basis for these changes most often was cerebral 
arteriosclerosis or degeneration of brain tissue due to 
senility. Disorders of the aged have been described 
categorically in textbooks under organic psychoses, 
and in the standard nomenclature they come under 
the heading of chronic brain syndrome. 

Where has this thinking led us? Most simply it has 
led to stagnation—to a limited, static, and nihilistic 
approach to the aged, especially where care and treat- 
ment are concerned. If one is concerned solely with 
pathology, it means that treatment to be successful 
is dependent on eradication of said pathology. Where 
pathology is irreversible or only partially removable, 
there is a corresponding limitation to treatment goals. 
Treatment then becomes, at best, palliative; at worst, 
nihilistic. 

Even more disturbing in some ways is the fact that 
where success is not expected there are no failures. 
Without failures, no questions are asked and nothing 
is learned. Where nothing is learned the cycle is re- 
lentlessly repeated. 

Doesn't this pretty well characterize the traditional 
approach to the aged person and his problems? Aren't 
we all too ready to say, “If your abilities were grad- 
ually deteriorating and there were nothing you could 
do about it, wouldn’t you have problems too? Would- 
n’t you worry about being cared for now and in the 
future? Feel lonely and an outcast?” 

Are not relatives all too frequently told, ‘This is 
a case of hardening of the arteries,” or “You will 
just have to learn to live with him or have him put 
away some place.” The aged person then becomes a 
victim of his pathology: nothing is expected of him 
and nothing is expected of his family or the physician. 
In fact, a physician who may offer help may even be 
considered an opportunist. 

Our thesis is not that organic pathology plays no 
part in the disturbed functioning of the older patient, 
but rather that organicity fails to explain many distur- 
bances of the aged. For example, there are several 
studies showing there is no direct correlation between 
symptoms and certain generalized organic brain 
changes such as arteriosclerosis or senile deterioration. 


The brains of many clinically “normal” aged persons 
have at postmortem examination shown evidence of 
considerable pathology. Conversely, some brains of 
elderly persons with evidences of psychosis have 
shown no notable organic changes. 

Not all aged persons show signs of clinical de- 
terioration, and when such signs appear there is no 
close correlation with age. Indeed, age is no barrier 
to continued functioning, as is most clearly seen in 
the functioning of some of our elder statesmen. To 
this list of unexplained problems one can add the 
question of the high mortality rate of recently insti- 
tutionalized elderly patients or the frequent reports 
of almost simultaneous deaths of old couples. 

It follows that some other thesis must be found on 
which to base our understanding of the older person 
and his problems. It must be less rigid, allow for 
more variables, and be more comprehensive. It needs 
to provide a broad understanding of the person with 
emphasis on his abilities to continue growth, even in 
the face of liabilities that reality may impose. 

The rehabilitation outlined in the introduction is 
such a constructive, dynamic approach. The very core 
of this approach, though, is exemplified in a stimu- 
lating article discussing the treatment of the chronic 
psychiatric patient in a Veterans Administration Hos- 
pital. The author, Dr. Arpad Pauncz,?5 presents five 
basic principles that relate to every patient. They are 
particularly appropriate in relation to the aged person 
and his problems. They are as follows: 

1. “Still normal” aspects of the patient. No matter 
how sick physically or psychologically, there are some 
aspects of the person’s functioning that can be con- 
sidered normal. 

2. To exist is to persist. This phrase, taken from 
Spinoza, as quoted by Pauncz, reminds us that sick- 
ness is a reaction of the living and evidence of a 
struggle for survival. 

3. Duties and responsibilities in spite of sickness. 
Dr. Pauncz states in regard to this item, “With the 
assets of the patient goes a limited degree of freedom 
of choice between his sickness and health and a cer- 
tain amount of responsibility for his present and fu- 
ture welfare. He can still react to the environment 
with sometimes astonishing and unexpected display.” 

4. Adult characteristics retained in spite of regres- 
sion. No matter how regressed a person’s behavior 
may be, it is only “child-like” and not that of a child. 
Adult assets, though obscured by this behavior, are 
not obliterated. 

5. Dignity retained in spite of sickness. Each per- 
son is a human being. Illness can and does afford an 
opportunity and a challenge to be met. The ability to 
meet challenges on a psychic as well as a physical 
level is peculiarly human and not eliminated by ill- 
ness. 
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This total approach to the aged person and his 
problems leads to quite a different formulation. Symp- 
toms now become not a by-product of organic pa- 
thology but the result of complex internal and ex- 
ternal forces—physical, psychological, and sociologi- 
cal. They are related not just to the present, but even 
more important, to the past. 

The individual’s reaction to the specific stresses of 
aging, including organicity, then, is a function of a 
life-long pattern of reaction. Present symptoms rep- 
resent a re-activation of old conflicts by new stresses. 

This is the key to understanding the aged person. 
In reality, this is the key to understanding any indi- 
vidual, irrespective of his age. We are saying, then, 
that one treats an older patient basically no different 
from any other patient with a long standing illness. 

The application of these principles is demonstrated 
in the following reports of specific cases. In these 
case presentations the use of a team approach is 
demonstrated and the role of the psychiatrist, psychol- 
ogist, social worker, nurse, and aide in evaluation and 
treatment is shown. 

In the first of these cases it should be noted that by 
careful history taking and subsequent interviews of 
the closest relative—by a member of the social serv- 
ice department—a real understanding of basic prob- 
lems involved in the immediate situation can be 
gained. Through these same contacts plans can be 
worked out for future placement of the patient which 
are realistic and based on a good understanding of 
the patient. 

Mrs. D. S., an 80-year old, married, white woman 
was admitted to the hospital in the summer of 1956. 
The referring physician reported her arteriosclerotic 
for many years, but she had recently presented 
many more somatic complaints and so much agita- 
tion that home management was no longer pos- 
sible. She was admitted for evaluation and possible 
placement in a nursing home. 

Psychiatric examination on admission showed that 
the patient was extremely agitated, disoriented, and 
confused. Memory loss was apparent and nocturnal 
confusion was present. 

Physical examination by the medical consultant re- 
vealed much generalized arteriosclerosis. There was 
also a history of heart disease of many years’ duration 
with a vague report of a stroke one month before 
admission. 

On the basis of the initial findings, with a history 
of an acute disturbance, a diagnosis of toxic psychosis 
was made. In the meantime the family was seen for 
interviews by social service. Here it was learned that 
the patient and her husband were living alone in their 
own home with an only daughter living near by. The 
patient depended considerably on this daughter for 
help in running her own household..’The onset of 


somatic symptoms in the patient coincided with the 
daughter's announcement of plans for a long trip in 
the near future. The patient’s physician had to pre- 
scribe sedation as the symptoms increased. The seda- 
tive turned out to be the cause of her acute psychotic 
reaction. 

The picture became more complete as we learned 
that the patient had always been concerned about 
security, financial and otherwise, and that she had 
always depended a great deal on her daughter and 
those about her. 

Treatment was directed first of all toward man- 
agement of the acute reaction. As this cleared, the 
patient then was introduced into the hospital pro- 
gram, which included assuming more responsibility 
for herself, dressing, caring for her room, work as- 
signments which involved housekeeping chores, occu- 
pational therapy, and recreation. She participated in 
group psychotherapy. 

The patient’s family was seen by the social worker 
throughout her hospitalization. Through this means 
they were able to come to understand their role in 
the patient’s illness and to make plans for her return 
home. The patient was able to gain sufficiently from 
this program to become symptom-free and return to 
her home and make a satisfactory adjustment, as 
noted by follow-up contact several months later. 

In the second case the importance of the role of 
the psychologist and his psychological testing is 
clearly demonstrated. It was through such testing 
that a real appraisal of the problems was started. 
This patient did not remain in the hospital long 
enough for adequate treatment, and it can be seen 
also that the hopelessness in the attitude of the hus- 
band and the referring physician were involved in 
her leaving before adequate treatment could be car- 
ried out. 

Mrs. Z. C. was a 74-year-old, married, white wom- 
an who was admitted in the fall of 1956. The refer- 
ring physician reported that she was forgetful, not 
as orderly as before, disagreeable, and could not 
recognize her own husband. The physician stated, 
“I am in doubt about her responding to treatment, 
but her husband wants the best for her.” The hus- 
band of the patient reported to the social worker 
that he felt her mental disorder was hereditary since 
her grandfather and father had had the same diffi- 
culty, and he consequently felt little could be done 
for the patient. He sought her admission only because 
of his son’s insistence. 

In her initial interview with a psychiatrist, Mrs. C. 
appeared to be a sweet, friendly, but confused old 
lady who offered the physician fifty cents for the col- 
lection plate. On the ward she appeared equally con- 
fused and incapable. On psychological testing, how- 
ever, it was learned that there was almost no evi- 
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dence of organicity in this person. If anything, only 
minimal memory loss was present. Here the patient 
was confronted by a new situation where perform- 
ance and not verbal production was tested. In this 
unfamiliar medium she had no prepared defenses, 
and organic brain damage was not found. 

On the ward, then, some of her confused state- 
ments were challenged, and she was found to be an 
extremely demanding person who developed temper 
outbursts and somatic complaints. The social worker 
also learned that since childhood this patient had 
always gotten what she wanted by being sweet, but 
if this failed she would throw a tantrum to succeed. 
She was “the flower of the family” who did not 
have to work in the fields as the other sisters did. 
When her acute symptoms started her husband was 
in the process of retiring and was planning on spend- 
ing more time with his wife. 

After about three weeks of hospitalization the pa- 
tient’s husband insisted on her release since he felt 
his wife could not be helped. 

In the third case an organic problem was first 
found and was alleviated through medications. Then 
an adjustment problem of several years’ duration was 
found which could also be alleviated through a team 
approach. 

Mr. A. J. was an 80-year-old, married, white male 
who was admitted in the fall of 1956. For a week or 
so before his admission his wife had noted confusion, 
especially at night, and wandering away from home. 
On initial psychiatric interview he appeared to be 
somewhat resentful of his hospitalization. He com- 
plained of poor memory and talked frequently of 
dying. On the ward his periods of intense confusion 
were noted to be definite enough so that they could 
be timed and were found to last from ten minutes 
to one hour. A diagnosis of a convulsive disorder 
was made, and treatment with Dilantin was pre- 
scribed. Following this the confusion diminished and 
his hospital adjustment improved considerably. 

The social worker learned from Mrs. J. that the 
patient has always been a successful man who worked 
hard and educated his children properly. He had 
been active until seven years prior to admission, 
when he developed heart trouble and had to cut 
down on his activities. Since then he had become sus- 
picious and developed many physical complaints, as 
well as poor sleep habits, all of which his wife found 
intolerable. This behavior was noted only when he 
was at home, so it became apparent that his wife also 
would have to be involved in the treatment program. 

The patient was started in individual and group 
psychotherapy with one of the psychologists. Through 
therapy for both the patient and his wife, the ad- 
justment of Mr. J. insproved. 

Psychological testing of Mr. J. revealed intense 


organic brain damage when he was admitted. When 
it was repeated after several weeks, it showed only 
mild organic damage. In this case the tests were val- 
uable in providing an index of improvement as far 
as organic factors were concerned. 

As we applied these principles to more and more 
patients our enthusiasm grew. At one point we naive- 
ly thought we had arrived at a new approach to the 
aged person. When we turned to the literature we 
found that for many years articles had been written 
suggesting that more than organic brain changes are 
involved in the psychiairic problem of the older pa- 
tient. In fact, in Ebaugh’s article on “Age Introduces 
Stress Into the Family” in the April, 1956, issue of 
Geriatrics,? the author quotes Cicero as saying that 
“those with simple desires and good dispositions find 
old age easy to take. Those who do not show wis- 
dom and virtue in their youth are prone to attribute 
to old age those infirmities which are actually pro- 
duced by former irregularities.” 

In a survey made by Dunham and Faris in Chicago 
in 1939,!1 the authors conclude that “older people 
in poverty situations and in communities of disor- 
ganized family life are more likely to be identified 
as psychotic cases than those older persons who live 
in more acceptable economic surroundings and still 
enjoy a fair degree of familial support.” 

Similar conclusions were reached by Busse and 
Bains in a survey they made in 1951.® They felt de- 
pressions were more prominent in lower socio-eco- 
nomic groups and that aged people requiring hos- 
pitalization were almost devoid of any creative or 
recreational interests. The authors concluded that the 
adequacy of adjustment in the elderly is largely de- 
termined by strengths and weaknesses developed 
much earlier in life. 

Attempts have been made to correlate the degree 
of brain pathology at postmortem to the severity of 
symptoms in older patients, as was done by Raskin 
and Ehrenberg in 1956.78 They concluded that the de- 
gree of brain atrophy was not always indicative of 
the patient’s mental deterioration and made a plea 
for keeping older persons motivated. 

In 1948 Maxwell Gitelson published a comprehen- 
sive article on “The Emotional Problems of Elderly 
People.”1> Here he discussed such elderly people as 
individuals and suggested that “the mature character 
of a person determines how he will react to old age.” 
He described various conditions and recommended 
various therapies, including supportive psychotherapy. 

If it has been known for so long that organic brain 
damage alone is not responsible for psychiatric prob- 
lems of the aged, why then the widespread feeling 
that persons over 65 who suffer from mental illness 
have organic troubles and are incurable? Several arti- 
cles have been written concerning this negative atti- 
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tude towards the aging. The authors base this attitude 
on our own unresolved problems regarding older per- 
sons, helplessness, and death. Surely if this stage of 
life is solely a state of inevitable deterioration, it can 
be nothing but frightening and entirely negative. 

The principles of rehabilitation as outlined here 
point to a new way of thinking about living and its 
problems. For the aged person, these principles 
mean that his life can be more than an existence, 
more than simply a continuation of living. 

For us they mean a change from therapeutic nihil- 
ism to therapeutic optimism, as well as pointing the 
way for future control and prevention of these prob- 
lems. 

Therapy, utilizing these principles, is basically no 
different from therapy for any other psychiatric prob- 
lem. The goals may be more limited, but this limita- 
tion is a product of the individual and his assets, not 
determined by his liabilities or pathology. Techniques, 
in turn, may vary, but here too fundamentals do not 
change. 

In regard to technique, failures in therapy of the 
older person stem, in a large part, from technical 
failure—technical failure resulting first of all from 
not taking these patients seriously and second from 
moving into a complex field without sufficient help. 
Sufficient help means to us the coordinated team ap- 
proach to treatment. 

A word on prevention: If we can say that a rela- 
tively high degree of maturity is the best insurance 
in meeting the stresses of later life, just as it is for 
other periods of life, prevention then becomes a 
matter of fostering maturity, earlier. This subject is 
not in the province of this paper. 


3420 East Douglas Avenue 
Wichita 8, Kansas 
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PRESIDENT’S PAGE 


Dear Docror: 


Rarely, in the span of a single life, do signal honors arrive. When they do, the usual 
phrases, with which we note them, seem trite. Please know that I am humble in the face 
of the splendid leadership this Society has enjoyed in the past, and that I pledge you 
my best efforts in the year that lies ahead. 

I hope that all of you have read carefully Dr. Nelson’s message on the President’s 
Page for April. He speaks with clarity and comprehension of the role of our profession 
in the world today. It is the deep conviction of many of us that the statesmanship of 
tomorrow will come, in increasing measure, from the American physician, who honors 
the freedom and dignity of every man he serves. 

Those of us so fortunate as to live in the Middle West still enjoy a relative immunity 
to forces that in some areas would destroy the fundamental institutions of democracy. 
Our personal responsibilities in defense of American principles may prove to be very 
great, and they can be made effective. A sense of these responsibilities should underlie 
the work of this Society, its committees, and its officers, as the year’s program is under- 
taken. 

You have been most gracious in your acceptance of committee chairmanships and 
appointments, and these are now complete. It is anticipated that each of you will make 
every reasonable effort to respond to the call of your chairman. 

Matters of agenda are now under consideration, and a number of suggestions as to 
plans for the year are being submitted to the House of Delegates. The following items 
deserve special consideration and are therefore mentioned here: 

1. The Centennial. On February 10, 1959, the Kansas Medical Society will be 100 years 
old. The committee plans commemorative events looking to the past and the future 
and culminating in the state meeting in May of 1959. 

2. The National Rural Health Conference is to be held in Wichita in March, 1959. This 
is a high spot in our Centennial program. 

3. Standards for Small Hospitals (under 25 beds). The doctors concerned have asked 
for help in assuring the quality of service that will protect against the accidents 
peculiar to inadequately equipped and staffed institutions, recognizing also that such 
standards would provide substantial defense in the event of malpractice action. (Hos- 
pitals Committee. ) 

4. Legislation. Constructive efforts are anticipated with reference to highway safety, 
driver qualifications, farm implement hazards, sanitation, Workmen’s Compensation, 
protection of eyesight, child welfare, etc. 

Finally, I solicit your help, your comments, and criticisms, and look forward to the 
privilege of working with you in the year ahead. 


Sincerely, 


President 
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EDITORIAL COMMENT 


Renaissance and Plateau 


The scientific sessions for the American Heart 
Association have just been completed. From a study 
of the presentations and abstracts one can gain a 
fairly comprehensive idea of the nature and direction 
of research activities of most American cardiovas- 
cular specialists and laboratories. Allowing for the 
fact that certain investigators may wish to present 
their work before other groups (biochemist, phar- 
macologist, surgeon), nevertheless, by noting authors’ 
names and institutions represented, one appreciates 
that the abstracts are a fair sampling of our cardio- 
vascular research efforts. 

Two hundred seventy-five abstracts were submitted. 
The abstracts are, of course, only a capsule voice for 
the clinicians and investigators, and their significance 
must be confirmed by that other inherent value of 
the medical meeting: the foyer or lounge abstracts. 
I am referring to that other (perhaps more impor- 
tant) reason for the annual meeting, the rapid and 
easy exchange of news, ideas, and gossip outside the 
lecture hall. The necklace would be skimpy indeed if 
the pearls came only from the lectern. 

From the combination of printed abstracts and 
personal contacts, one is led to a sobering judgment. 
The American cardiologist, both clinician and inves- 
tigator, currently on the scene and in leadership posi- 
tion, is in need of a new “bag of tricks.’’ We have 
used the tools of our trade, the stethoscope, the elec- 
trocardiograph, the phonocardiograph, the catheter, 
the knife, to near their productive limit. True, ad- 
vances and refinements will continue in these areas. 
Wider application of knowledge already gained is 
needed. However, as primary methods of investiga- 
tion and diagnosis, their potential has reached a dis- 
tinct point of decreasing return. 

The renaissance of cardiology, beginning with the 
ligation of the patent ductus by Gross, has reached 
a plateau. In the years following his stimulus, an 
exciting, tumbling series of new ideas came on the 
scene: right heart catheterization, stabilization of elec- 
trocardiography under Wilson, the “team” expanding 
to include the cardiovascular surgeon, the meticulous 
auscultation which was developed by the cardiologist 
if he was to remain a necessary member of the team; 
needles inserted, pressure measured, and contrast dye 
injected in any and all chambers and vessels, electro- 
lyte imbalances appreciated. . . . 

Great and important advances have come. The final 
objective, the patient, has distinctly and permanently 
benefited. The grateful (and still concerned) public 
has made available to us immense sums of money. 


221 


Our work is carried out in secure and appreciative 
environments. 

In these two decades since Gross’ work and espe- 
cially this last decade, a new breed of cardiovascular 
specialist has appeared on the scene. His predecessor, 
the pulse-feeling, whole-leaf, conservative clinician, 
found himself throughout the country hard-pressed 
and jeopardized by catheter-pushing, twelve-lead, 
aggressive young men. This new cardiologist has been 
successful and with the tools of his trade, in associ- 
ation with equally aggressive young surgeons, he has 
refined old ideas and defined new ones. With his 
catheters, galvanometers, transducers, x-rays, oxygen- 
ators, and ice, he has left an indelible, secure record. 

But history repeats itself. This new cardiologist 
(and I include myself) finds that the tools of his 
profession are becoming dated. We find ourselves 
at a mid-point in our careers, faced with the fact 
that the remaining unanswered problems of disease 
(not only in our own specialty) are not to be under- 
stood nor solved by the tools we have at hand. We 
have analyzed and documented and treated to almost 
our outside limit. Our vocabulary which includes 
ventricular gradient, mean pressures, and potassium 
is not sufficient to converse with the new frontiers- 
man: the enzyme chemist. 

The analysis of disease and therapy has progres- 
sively moved through gross morphology, microscopic 
morphology, pharmacology, and physiology. We are 
in an era where disease processes are being analyzed 
and described at the intracellular level. The individ- 
ual with this unique skill is currently far ahead of 
his clinical associates, so far ahead that we clinicians 
cannot even converse with the enzyme chemist, much 
less guide or direct him. 

We have had our renaissance. We are on our 
plateau. The era of the enzyme chemist is here. He 
offers a powerful, difficult research method. We in 
cardiology, as individuals and as responsible admin- 
istrators, need to take stock and re-equip ourselves 
in the methods and petential of this new field. Our 
funds and our efforts must be applied in this area 
which is the future of medicine; the path upward 
from the plateau will be strewn with electrokymo- 
graphs, vectorcardiographs, and second generation 
cardiologists—E. Grey Dimond, M.D., Professor 
and Chairman, Department of Medicine, and Direc- 
tor, Cardiovascular Laboratory, University of Kansas 
Medical Center. 


Committees for 1958-1959 


Elsewhere in this issue will be found the com- 
mittee appointments for 1958-1959 (page 246). 

Statistically it may be seen that Dr. Butcher ap- 
pointed 491 physicians to serve on 38 committees. 
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Geographically the committee appointments come 
from almost every county in the state with the major 
number of course being selected from the more pop- 
ulous cities. Scientifically the committees embody 
every specialty in the field of medicine, including that 
of general practice. 

The above tells only a portion of the story because 
each of these have something in common. They have 
been appointed to carry forward the projects of the 
Kansas Medical Society during the coming year. They 
represent more than one-fourth of the membership of 
the Society, and from this group will come the 
genius and inspiration for the events of the future. 

Already in the planning stage are great ideas for 
the celebration of the centennial, the writing of a 
commitment law for hospitalizing patients with men- 
tal illness, the creation of a Kansas Joint Hospital 
Commission, changes in Blue Shield programs, the 
preparation of a relative value fee schedule, the 
inauguration of a completely new project in the field 
of gerontology, the adoption of a code of cooperation 
between the legal and the medical professions, and 
many others. Those are examples of projects already 
under way. The future is limited only by the interest 
of the members. 

Dr. Thomas P. Butcher, Emporia, president, wrote 
a letter to each member of the Society asking for 
suggestions as to committees on which they would 
enjoy serving. Many replies were received, and the 
president appointed every such person to the commit- 
tee of his choice. He next selected the chairmen and 
asked each of them for suggestions. Here also many 
were received and complied with unless the member 
had shown an interest in some other committee or 
unless other complicating factors arose. 

Dr. Butcher wishes now to announce to the mem- 
bership that the present list of committees is not 
static and that he would still be pleased to add to 
this printed list the names of any physicians who are 
willing to serve. It would require only a note express- 
ing an interest in a subject for the appointment to 
be made. 

Another change will be the addition of more com- 
mittees as the year progresses. This regularly hap- 
pens, and what those committees shall be appointed 
to do cannot now be anticipated. Here also Dr. 
Butcher will be pleased to have suggestions of new 
subjects either to be assigned to existing committees 
or for the creation of new committees. 

These physicians will make a great contribution to 
the Kansas Medical Society as well as to the people 
of this state in the many hours of planning they will 
give in behalf of committee effort. During the past 
year almost every committee of the Society met at 
least once. A number of committees met four times. 
Several committees divided their work with sub-com- 
mittees, and all gave generously of their time and of 


their ability toward making medicine in Kansas of 
higher quality and more effective service. It is 
planned that the pace of committee activities will be 
accelerated in the coming year. 


Directory of Kansas 


Mr. Paul R. Shanahan, secretary of state, published 
a new directory of Kansas which contains much fas- 
cinating trivia along with items of historical import. 
Among items that may be something less than univer- 
sally known are the following unrelated but perhaps 
entertaining facts. 

If the United States were carved out at an equal 
thickness all the way through, the balance point 
would be near Lebanon, Kansas. If the same thing 
were done for the North American continent, it 
would balance at a point in Osborne County. 

There are 13 first-class cities, 85 second-class cities 
and 515 third-class cities in Kansas for a total of 
613 incorporated cities, of which six are astride 
county boundaries. There are 105 counties, 6 con- 
gressional districts, 40 state senatorial and 125 legis- 
lative districts, 1,552 townships, and 2,976 election 
precincts. 

There are not less than 100 state boards, commis- 
sions or councils in Kansas, ranging from the Board 
of Abstractors, the Academy of Science, the Highway 
Commission, the State Park and Resources Authority, 
and the Port of Entry Board, to the Water Resources 
Board, the Wheat Commission, and Workman’s Com- 
pensation. 

The state population was 2,081,654 as of March 1, 
1957. The largest county population was Sedgwick 
with 312,131, the smallest Greeley with 1,893. 

Kansas became a state on January 21, 1861, and 
in November of that year Topeka was voted the 
capital city. The statehouse was started in October 
1866 and after many hazards, including a subter- 
ranean stream, financial, and many other problems, 
the building stands today 304 feet high from the 
dome to the sidewalk. At one time each office con- 
tained a “handsome porcelain bathtub and a wash- 
stand of pure white marble.” In 1867 corn was 
planted on the statehouse grounds, and a fence was 
added in 1880 to keep stray cows from trespassing. 

The statehouse cost $3,200,588.92 as compared 
with the new 12-story, 180-foot tall state office build- 
ing containing 540,000 square feet of space which 
was built at a cost of $8,600,000. 

The state flag is a blue field with a large golden 
sunflower and the state seal. The familiar “Ad Astra 
Per Aspera” is the motto. The design of the seal 
features 34 stars, that for Kansas being the newest. 
The bar or wreath represents the Louisiana purchase, 
the hills in the background somewhat glorify the 
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terrain near Fort Riley. The steamboat represents 
early navigation on the Kansas River. The buffalo, 
Indian, the open prairie schooners, the cabin and the 
plowman, all featured in the seal, represent the his- 
tory of this state. 

And there is more. This directory shows Charles 
Robinson of Lawrence to have been the first gov- 
ernor of Kansas, Joseph Pomeroy Root of Wyandotte 
to have been the first lieutenant governor, and John 
Winter Robinson of Manhattan to have been the 
first secretary of state, all of them having been elected 
to a term beginning in February 1861. 

What this directory does not show is that each of 
the three highest officials of Kansas when it began 
its statehood was a doctor of medicine and that each 
was among the incorporators of the Kansas Medical 
Society who appeared before the territorial legisla- 
ture and obtained a charter on February 10, 1859. 


THE KANSAS PRESS 
LOOKS AT MEDICINE 


Editor's Note. In this section the JOURNAL repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


SEEK CARE FOR AGED 


Most health authorities agree that one of the major 
problems facing the nation in the future is the ques- 
tion of how to care for aged persons. 

The reasons this is a problem and will grow in its 
need for solutions are three-fold: 

First, persons are living longer because of the great 
rise in living standards and in health standards. 

Second, persons who once would have died of dis- 
eases before reaching their 70s or 80s now survive be- 
cause of the wonderful medicines and surgical tech- 
niques available. 

Third, because of the changing pattern of family 
life few modern homes have the space to care for 
aged parents. 

Because of the growing importance of this whole 
area of health and social welfare, it is good to see 
that four large health organizations are planning to 
coordinate their efforts to seek adequate care for the 
aged at reasonable costs. 

The American Dental Association, American Hos- 
pital Association, American Medical Association and 
American Nursing Association decided this week to 
establish a “joint council to improve the health care 
of the aged.” ; 

One of the objectives of the council will be to work 


with insurance groups to improve coverage of the 
aged and to see to it that their insurance dollars go 
farther. 

This is a worthy effort. Surely the fact that these 
groups are awakening to the needs of elderly folks 
should alert the rest of us to the problem. It may very 
well be that in the 1960s it will be the major concern 
in our national life-—Wéichita Eagle, April 9, 1958. 


FREE MEpICcINE CAN MAKE You Sick 


Efforts to inject government into medicine on an 
all-inclusive scale continue. It is argued that this is the 
only way that the best and most extensive medical 
care can be provided for all the people. 

Many people sincerely believe this. But all the evi- 
dence indicates that their faith is misplaced—as Dr. 
Charles G. Jones, a Pennsylvania surgeon, points out 
in an article appearing in the February issue of The 
Freeman. 

Dr. Jones’ compelling article has a vivid and dra- 
matic title—‘‘Free Medicine Can Make You Sick.” 
He bases it on the experience in England, where 
“free” socialized medicine has been in effect for 
some years. The cost to the British taxpayer has been 
enormous. Still more important has been the cost in 
terms of the public health. 

Dr. Jones says this: “The deleterious effects of the 
system are to be noted everywhere. There are so 
many free dental patients that dentists no longer 
have time for their customary work with school chil- 
dren. . . . Waiting lists for admission to hospitals be- 
come staggering. The increased volume of patients 
invites second-rate care for many instead of first-rate 
care for the truly ill. The burdensome cost of caring 
for those who are ill, plus those who pretend, leaves 
no funds for research or preventive medicine.” 

Compulsory government health insurance, which is 
and has been advocated in this country, would pro- 
duce identical results. There is small doubt that it 
would ultimately end in socialization, on something 
resembling the British pattern. We'd pay an exhorbi- 
tant price for it—in money, and in inferior medical 
service.—Goodland Herald, March 20, 1958. 


Blood Bank at Marysville 


The new Marysville Community Hospital has en- 
tered into a cooperative arrangement with the Omaha 
Regional Office of the American Red Cross for the 
establishment and operation of a storage blood bank 
at the hospital. The Red Cross will send in a blood- 
mobile unit to draw blood and keep a representative 
supply of fresh blood at the hospital. 
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Maternal Death Study—Case History 


The following cases are presented together because of their similarities. 


Case 1: The patient was a 42-year-old gravida 3 pata 2 who reported for prenatal 
care in the third month of the final pregnancy. Her general physical condition was normal 
and usual laboratory procedures were carried out and were within normal limits. Diet 
was good and adequately supplemented. The only unusual item in the situation was that 
the previous pregnancies had been almost 25 years previously. No complications were 
noted during five subsequent office visits which brought her into the eighth month. 

She continued her work of part time bookkeeping in her husband's grocery store until 
the day of her death. On that day she complained of a headache but continued working. 
She fainted suddenly and was immediately taken to the local hospital, a distance of a 
few blocks, where the physician saw her without delay. She continued unconscious; the 
deep reflexes were absent and the pupils were dilated. Blood pressure was 130/80 and 
pulse was slow. Despite oxygen, fads and stimulants (terminal), she died about two 
and a half hours after the onset. A healthy, six-pound male infant was delivered by 
postmortem section. 

The physician assigned the death to “cerebral hemorrhage due to rupture of a cerebral 
aneurysm.”’ No autopsy was performed. 

COMMITTEE ACTION: The committee, while agreeing with the diagnosis of an 
intracranial hemorrhage, felt that specifying it as the rupture of a cerebral aneurysm was 
not justified without autopsy. However, it felt that the patient’s health did not warrant 
any advice against pregnancy, that her general course was normal and adequately at- 
tended and did not give warning of the impending accident, and that the final episode 
was as well managed as possible especially considering the delivery of a live baby. 
Although the hemodynamics of pregnancy undoubtedly influenced the course of the 
condition, the accident might have occurred at any time and obstetrical care could not 
have altered it. 

CLASSIFICATION: MATERNAL, NON-OBSTETRICAL, NON-PREVENTABLE 


DEATH. 


Case 2: This patient was a 29-year-old gravida 4 para 3 who began her prenatal care 
in the fourth raonth. Physical findings, laboratory tests and prenatal course were normal. 
The only deficiency noted was failure to report for care during the two months prior to 
the date of confinement. 

Two days after this date. the patient complained of headache; on the following day, 
within. two hours, the headache became much worse and she became disoriented and 
began to convulse. She was admitted to the hospital where the blood pressure was found 
to be 110/76, urinalysis was normal and apical tap produced grossly bloody fluid. Con- 
sultation with a qualified neurosurgeon was obtained and the opinion was “subarachnoid 
hemorrhage, terminal. Surgery not indicated.’”” A few hours later, Cesarean section was 
performed in order to save the baby and a six-pound, one-ounce baby in good condition 
was obtained. The patient was sustained for five days but died without improvement. 
Autopsy confirmed the diagnosis of a massive subarachnoid hemorrhage. 

COMMITTEE ACTION: The committee noted the failure of the patient to be seen 
frequently in the last weeks of pregnancy as a departure from good obstetrical care al- 
though this did not necessarily influence the outcome and the physician may have been 
unable to alter the situation. The adequate coverage of the final illness and delivery of 
a live baby were commended. 

CLASSIFICATION: MATERNAL, NON-OBSTETRIC, NON-PREVENTABLE 


DEATH. 


(Two of a series of case reports ap sp by the Committee on Maternal Welfare to illustrate 
the type of study made in each instance of maternal death in Kansas.) 
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THE MONTH IN 
WASHINGTON 


Editor's Note. The following summary of Wash- 
ington news was prepared by the Washington office 
of the A.M.A. for distribution to state and regional 
medical journals. 


The recession continues to influence the course of 
much legislation, as Congress points toward the wind- 
up of its session. Even in the health fields, bills that 
promise in one way or another to alleviate unemploy- 
ment appear to have priority. At the same time, fed- 
eral departments are favoring construction grants to 
projects that can be started without much delay. 

Here are some of the developments: 

1. Liberalizations in unemployment compensation 
and in social security are receiving constant attention 
on Capitol Hill. At this writing, the bill to extend the 
period for unemployment compensation payments is 
making progress. There is the possibility also that it 
will make participation mandatory for all employers. 

Prominent among proposed changes in the social 
security program itself is the Forand bill fer free 
hospitalization and in-hospital medical care and sur- 
gery for persons entitled to social security benefits. 
It is being pushed by the AFL-CIO and by some 
liberal Democrats, and opposed by the American 
Medical Association and a growing group of other 
organizations. The opposition is convinced that the 
Forand bill is unnecessary, that it would be far more 
costly than anticipated, and that it would point the 
way to a broad national medical care plan for all 
persons covered by social security. 

2. A controversial bill to vastly increase money 
available for grants for community facilities—waste 
plants, hospitals, state medical schools included—is 
active in Congress. One proposal is to vote a billion 
dollars, to be lent out (at about 31/4 per cent interest 
for 50 years) to communities. The objective here, 
as in many other measures, is to put people to work 
on construction projects. 

Federal agencies have evolved a number of schemes 
to get U. S. dollars into circulation faster, and are 
attempting to work out others. In each case described 
below, no additional appropriation is involved; mon- 
ey is shifted from a project that is getting a slow 
start to one that is about ready to begin construction. 
Also, all totals given represent amounts to be spent 
by the sponsors as well as the federal government. 
Here are arrangements already made: 

1. In January, the Hill-Burton hospital construc- 
tion program called for U. S. grants to start build- 
ings valued at $381 million; this figure has been 
stepped up to $405 million by July 1. 


2. Between January and July 1, the original plan 
was to allocate enough money to start $120 million 
in construction for health research plants. This has 
been increased to $182 million. 

3. Before the recession became so prominent an 
issue, the plan was to grant enough U. S. money to 
start construction of $170 million in sewage plants. 
Under pressure, the total has been increased to $215 
million. 

In most cases, when a project is delayed and thus 
loses its allocation, the grant is re-scheduled for next 
fiscal year. 


American Medical Association is one of the four 
sponsors of a new Joint Council to Improve the 
Health Care of the Aged. The others are American 
Dental Association, American Hospital Association, 
and American Nursing Homes Association. 

The council already has authorized research in a 
number of directions to (a) analyze the health needs 
of the aged, (b) appraise available health resources 
for them, and (c) develop the best possible health 
care for them, regardless of their economic status. 

Effects of this united front action should be felt 
when Congress takes up the Forand bill and other 
legislation pointed toward relief for the aged. 


The American Medical Association is asking Con- 
gress to strengthen the Civil Aeronautics Adminis- 
tration’s medical department so it can properly sup- 
ervise fliers’ physical examinations and advise on 
other aviation medical matters. The A.M.A. also is 
recommending that an office of civil air surgeon and 
a medical research laboratory be established within 
CAA. 

Congress has under consideration several plans for 
reorganizing the Defense Department, two of which 
would result in elimination of the office of Assistant 
Secretary for Health and Medical matters. 

Progress on appropriations bills indicates more 
money for research at the Institutes of Health, and 
at least $121.2 million (the same as this year) for 
Hill-Burton hospital construction. 

Andrew Biemiller, top legislative man for the 
AFL-CIO, told a recent delegation just returned from 
visiting Capitol Hill: “Congressmen are falling all 
over themselves in wanting to do something in the 
recession. I think we can cash in on this.” 

Testifying before a House appropriations subcom- 
mittee, Secretary Folsom said coverage under major 
medical insurance has gone up almost 20-fold in 
the last five years. 
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Kansas Psychiatry—The Way Ahead 


This is the first of a series of articles prepared by the Committee on Mental Health of the Kansas 
Medical Society for publication in the JouRNAL. The intent of these articles is four-fold: (1) to 
bring usable and practical psychiatric understanding to physicians in other fields; (2) to inform 
Kansas physicians of psychiatric resources in Kansas and how they may be used; (3) to further 
mutual understanding between psychiatrists and their medical colleagues, and (4) to help in some 
measure toward more and better psychiatric services for the people of our state. 

For many years psychiatry was a backward specialty and the main purpose of psychiatrists was to 
keep disturbed patients quarantined and cared for. Today this aspect of psychiatry has been reduced 
to a minimum; most psychiatric patients can be treated and benefited in a relatively short time if 
they are seen early enough. Seven or eight times as many patients now enter our state hospitals and 
are discharged within a few months as used to enter in a year. Besides this, far more outpatient 
facilities are available. But the difficulty is the shortage of personnel, from physicians on down, 
that is necessary for the care of patients. 

Kansas suffers, as do all other states, from an insufficient number of trained psychiatrists, psychi- 
atric nurses, psychiatric social workers, and clinical psychologists. These four disciplines provide 
the backbone of both hospital and outpatient psychiatric practice. Adjunctive therapists* and high 
quality aides are also necessary in greater numbers. Adequate psychiatric service can never be pro- 
vided, in or out of hospitals, until these numerical deficiencies are remedied. Fortunately, Kansas is 
doing something about this. 

In Kansas, the Menninger Foundation, the Veterans Administration, and the state of Kansas have 
established the largest single residency training program in psychiatry in the world, the Menninger 
School of Psychiatry. The University of Kansas School of Medicine has likewise taken steps to 
provide more and better training for doctors in this specialty, as well as for personnel in the related 
disciplines. The Five-Year Residency Program—a Kansas innovation—has already improved the 
quality of care in all of our state institutions. Affiliates from various nursing schools and from the 
University of Kansas School of Social Work also receive part of their training at Topeka State Hos- 
pital. Senior medical students from the medical school are assigned to Topeka State Hospital and 
gain further insight into the understanding, care, and treatment of the emotionally ill in preparation 
for their practice. Some of these social workers, nurses, and doctors have chosen to continue in this 
field, partly because of their experiences in Topeka. Graduates of the Menninger School of Psychiatry, 
and of the Kansas University Residency Program, have gone into private practice in Kansas City, 
Topeka, Wichita, and elsewhere. Outpatient clinics manned or supervised chiefly by personnel trained 
in Topeka and at the K.U. Medical Center are conducted in Lawrence, Atchison, Manhattan, Topeka, 
Osawatomie, Wichita, and Larned. 

Progress in Kansas during the past 12 years has thus been remarkable, both in the quality of 
psychiatric services and in the number of doctors and other trained personnel remaining and prac- 
ticing in Kansas. The heart of psychiatric care will always be in its hospitals and training centers, 
and only by strengthening these can one hope to move on to the other great needs in Kansas: (1) 
outpatient services throughout the state, including psychiatrists and psychologists in private practice 
and in free or part-pay clinics; (2) adequately staffed psychiatric wings of general hospitals, and/or 
private psychiatric hospitals elsewhere than at present; (3) psychiatrists with time enough and— 
geographically available enough—to work more closely with social agencies and with lay organiza- 
tions such as the Kansas Association for Mental Health, and (4) sufficiently well-trained psychiatrists 
with more time to effectively help their front-line colleagues—the general practitioners and other 
specialists—to more deeply understand, help, and appropriately refer those whose emotional illnesses 
are in the early stages. It is only by means such as these that prevention can become tangible and the 
greatest good rendered to the citizenry as a whole. 

The success of this necessarily long-term program depends upon the cooperation and concern of all 


the medical profession. 
Prescott W. Thompson, M.D. 


* A comprehensive term for occupational therapists, recreational therapists, music therapists, and 
other trained professional staff persons similarly employed. 
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The “Thermo-Fax” 
Copying Machine 


...ends retyping of medical forms, 
speeds insurance report filing 


Why wait for a typist to do the job when you need a quick cory of a 
pathological report, insurance examination form, or other medical 
document? An All-Electric ‘“Thermo-Fax” Copying Machine makes 
the copy for you in 4 fast seconds for as little as 5¢ per copy. This 
modern machine is the only dry process copy maker. No chemicals. No 
negatives. You just make the copies you need when you need them. 
Get the facts on simplified medical form copying (and on our new, 
Instant Electric Billing system) by returning the coupon beiow now. 


MINNESOTA MINING AND MANUFACTURING COMPANY 
Where RESEARCH is the key to tomorrow 
Western Typewriter Company 


123 West Sixth Street 
Topeka, Kansas 


The Business Systems Company 
511 North Emporia 
Wichita, Kansas 


Thermo-Fax 


The Tempo Company 
3M “Thermo-Fax” and “Secretary” 1423 Grand Avenue 
Sea are 3M Company trademarks Kansas City, Missouri 
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Unusual Antibacterial and Anti-infective Properties. More rapid ab- 
sorption ... higher and better sustained plasma concentrations... more 
soluble in acid urine than other sulfonamides... freedom from crystal- 
luria and absence of significant accumulation of drug, even in patients 
with azotemia. ! 


Unprecedented Low Dosage. Less sulfa for the kidney to cope with... 
yet fully effective. A single daily dose of 0.5 to 1.0 Gm. (1 to 2 tablets) 
maintains higher plasma levels than 4 to 6 Gm. daily of other sulfonamides 
—a notable asset in prolonged therapy. 2 


New Control Over Sulfonamide-sensitive Organisms. KyNex maintains 
the prolonged, high tissue concentrations of primary importance in treat- 
ment of urinary infections...a therapeutic asset toward preventing 
manifest pyelonephritis as a complication of persistent bacteriuria during 
pregnancy and puerperium. Maintenance of sterile urine in such patients 
was accomplished with 1 tablet of KyNEx daily. 3 


Sulfametnoxypyridazine Lederie 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, 
followed by 0.5 Gm. (1 tablet) every day thereafter, or 1 Gm. every other 
day for mild to moderate infections. In severe infections where prompt, 
high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. Dosage in children, according to weight; i.e., a 
40 lb. child should receive 14 of the adult dosage. It is recommended that 
these dosages not be exceeded. 


KYNEX —WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (714 grains) of sulfamethoxypyri- 
dazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 
mg. of sulfamethoxypyridazine. Bottle of 4 fl. oz. 

References: 1. Grieble, H. C. and Jackson, G. G.: Prolonged Treatment of Urinary-Tract Infections 
with Sulfamethoxypyridazine. New England J. Med. 258:1-7, 1958. 2. Editorial New England J. Med. 


258:48-49,1958. 3. Jones, W. F., Jr.and Finland, M., Sulfamethoxypyridazine and Sulfachloropyridazine. é 
Ann. New York Acad. Sc. 60:473-488, 1957. "4 


LEDERLE LABORATORIES 
a Division of ” 
AMERICAN CYANAMID COMPANY 


Pearl River, New Y: 


*Reg. U.S. Pat. Off. 
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ENCOURA 


PROGRESS 


The American Cancer Society’s annual Spring Crusade is 
the climax of its year-round attack on cancer through 
research, professional and lay education, and service to 
the stricken. A study of the cancer scoreboard indicates 
that steady progress is being made. More and more lives 
are being saved. Progress encourages more progress. 

Earlier diagnosis, new methods of treatment and a 
greater public awareness have contributed to this progress. 
It is often said that the life of the cancer patient is in the 
hands of the first physician he consults. The Society, there- 
fore, conducts a broad professional education program, 
making available to doctors, through literature, films, 
exhibits, and other materials, information on the latest 
advances in detection, diagnosis and treatment. 

As the Society aids the doctor, so does its large corps of 
volunteers aid the cancer patient with dressings, transpor- 
tation, home care, medication and a host of other vitally 
needed services. 

For the past two years, the theme of the Society’s annual 
Crusade has been “Fight Cancer with a Checkup and a 
Check.” That Americans everywhere are learning the value 
of the annual health checkup in the fight against cancer, is 
evidenced by the fact that doctors report they are now 
seeing more cancer in its earliest stages than ever before. 

That American men and women have a personal stake 
in the program of the American Cancer Society is demon- 
strated by the public’s generous support of the Crusade. 
This year the goal is $30,000,000 and we are confident that 
our people will meet the challenge... will “fight cancer 
with a checkup and a check” in the encouragement of 
further progress. 


Lowell T. Coggeshall, M.D., President 2 


American Cancer Society 
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ACTH and Cortisone 


Many are the clinical benefits of the pharmacological actions of adrenocorticotropin 
and cortisone as the active therapeutist knows, and yet as with so many potent agents, 
untoward effects may ensue with their use. Frequently the benefits are extolled, while 
the complications and hazards are but briefly dwelt upon. Dr. Robert A. Good high- 
lighted this particular point by relating his group’s experience in this regard to the par- 
ticipants of the 22nd Ross Laboratories-sponsored Pediatric Research Conference. In 
the capable hands of these investigators, 35 patients out of a series of 340 patients on 
steroid therapy suffered consequences that were serious enough to threaten the lives of 
the children. This is an incidence of approximately 10 per cent. 

As all are aware, administration of ACTH or cortisone, or their analogs, at times, 
may so disturb the electrolyte balance of the individual by retention of sodium and 
chloride that generalized anasarca with pleural effusion and pulmonary edema may super- 
vene. As this occurs, the concomitant loss of potassium may be severe enough to cause 
such an overall deficit that at the cessation of therapy a state of hypokalemia with shock 
ensues. Listlessness, abdominal cramping, and abdominal distension may symptomatically 
reflect the hypckalemic state without shock. Parenteral replacement of the potassium 
does not effectively enhance the intracellular concentration, and may only raise the 
serum potassium level to an alarming degree. 

In individuals in whom there is an existing renal complication, such as the nephrotic 
syndrome, hypertension with or without convulsive seizures may develop. Indeed, con- 
vulsive seizures may develop in patients where no renal disease exists at all. As the blood 
lipids are shown to be concentrated in steroid treated patients, there exists the possibility 
that the integrity of the vascular system may be jeopardized. The appearance of arterio- 
sclerotic complications after long term treatment deserves consideration. 

Long term steroid therapy, as in cases of rheumatoid arthritis, frequently results in a 
disturbance of calcium metabolism. Osteoporosis results with subsequent pathologic frac- 
tures. In this class of patients, since the steroids do influence the cellular life of mesen- 
chymal cells, polyartezitis nodosa may develop as an adverse end resuit. 

Central nervous system disorders such as paranoid schizophrenia and status epilepticus 
have been known to appear. And perhaps of some theoretical interest is the experimen- 
tally demonstrated fact that the steroids enhance the effect of oncotic agents, and will 
persuade tumors that do not normally metastasize to do so in their presence. 

However, the most serious untoward manifestation of these agents is their “masking” 
potential which permits infection in the absence of symptoms to become established and 
silently proceed until a truly life-threatening hazard exists. Most commonly the gastro- 
intestinal tract is the system involved. Perforation with peritonitis is not of rare occur- 
rence. Ulceration with hemorrhage in this system is also of some frequency. Suscepti- 
bility to infection is readily established even with moderate doses over a short period of 
time. While staphylococcal infections such as staphylococcal septicemia, cellulitis, pneu- 
monia, etc. are listed most commonly, other organisms may also flourish. 

It is clear that adrenocorticotropin and cortisone must be used with caution, and con- 
stant critical evaluation of the patient’s progress is required. 


This is one of a series of articles prepared for the JOURNAL by the Committee on Child Welfare 
of the Kansas Medical Society. 
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PHYSICIANS’ ACTIVITIES 


Dr. Stanley R. Friesen, of the University of Kansas 
Medical Center, was moderator of a panel discussion 
on “Benign Lesions of Ileum and Colon” at a sectional 
meeting of the American College of Surgeons in Salt 
Lake City in March. 


Dr. Homer L. Hiebert and Dr. Dean M. Miller, 
Topeka radiologists, were speakers at a ceremony in 
Topeka last month when the first two diplomas ever 
awarded by the Stormont-Vail School of X-ray Tech- 
nology were presented. The school is accredited by the 
American Medical Association and the American Board 
of Radiology, is sponsored by the hospital board, and 
is directed by staff radiologists. 


A paper, ‘The Professional Identity of the Psycho- 
therapist,” was presented by Dr. Robert S. Waller- 
stein, Topeka, at a meeting of the American Ortho- 
psychiatric Association in New York City in March. 


Dr. William R. Evans, formerly of Hoisington, has 
moved to Great Bend and is now serving as health of- 
ficer for Barton County and the city of Great Bend. 


The Sedgwick County Medical Society participated 
in Career Day in Wichita by sending speakers to vari- 
ous high schools. Those taking part were: Doctors 
C. J. Kurth, F. H. Chard, C. P. McCoy, J. G. 
Phipps, F. H. Harris, Paul Kaelson, D. R. Wall, 
H. T. Hidaka, A. J. Adams, J. T. Hamilton, and 
D.C. Reed. 


Dr. Robert P. Woods, of the Menninger Founda- 
tion, presented a medico-legal case to students of the 
Washburn Law School, Topeka, recently. 


Announcement has been made by Dr. Kenneth 
Bickford, who was recently discharged from service 
in the Army, that he will begin practice in Cherryvale, 
sharing offices with a former classmate at the Univer- 
sity of Kansas School of Medicine, Dr. Richard 
Hille. 


Dr. Leonard F. Peltier, professor of orthopedic 
surgery at the University of Kansas Medical Center, has 
been elected to membership in the Society of Univer- 
sity Surgeons. 
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Dr. Houghton S. Albaugh, Olathe, who has been 
Johnson County health officer for 12 years, has resigned 
because of illness. 


A paper by Dr. Kurt Wolff, Osawatomie State Hos- 
pital, ‘‘Active Therapy Replaces Custodial Care for 
Geriatric Patients in Mental Hospitals,” was published 
in the March issue of Geriatrics. 


Dr. Donald E. Wilcox, Kansas City, acting city- 
county health director, resigned the position as of April 
15. Dr. Nellie Walker, who formerly held the posi- 
tion, is now on leave of absence to take postgraduate 


_ training and plans to return on June 1. 


Dr. E. Grey Dimond, of the University of Kansas 
School of Medicine, took part in a panel discussion at 
a meeting of the American Academy of General Prac- 
tice in Dallas in March. Last month he was moderator 
of a panel discussion, “Electrocardiographic Quiz,” at 
the 1958 session of the American College of Physicians 
in Atlantic City. 


A community party honoring Dr. James E. Hen- 
shall, Osborne County physician for more than 40 
years, was held last month to celebrate his birthday. A 
movie on his life was presented. 


Dr. Harold L. Lawless, now senior resident physi- 
cian at Sacramento County Hospital in California, has 
announced plans to open an office in Blue Rapids in 
August. 


Dr. Edward D. Greenwood, of the Menninger 
Foundation, was keynote speaker at a meeting of the 
American Association of Health, Physical Education, 
and Recreation at Kansas City last month. His topic 
was ‘The Pre-Adolescent Child in Modern Society.” 


Three associates in medicine at the University of 
Kansas Medical Center, Dr. John F. Christianson, 
Dr. William E. Larsen, and Dr. James E. Crockett, 
recently became diplomates of the American Board of 
Internal Medicine. 


Dr. Howard E. Snyder, Winfield, has been ap- 
pointed to the Board of Commissioners of the Joint 
Commission on Accreditation of Hospitals to represent 
the American College of Surgeons. His term will ex- 
pire in 1960. 
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Two Wichita physicians were elected to office in the 
Mid-Central States Orthopedic Society at a meeting 
held in Little Rock last month. Dr. Harry O. Ander- 
son was chosen as vice-president, and Dr. H. O. 
Marsh was named secretary-treasurer. 


Dr. Oscar W. Davidson, Kansas City, discussed 
public relations at a meeting of the Wyandotte Coun- 
ty Medical Assistants’ Society last month. 


Dr. I. Clark Case, Topeka, was an assistant exam- 
iner for the American Board of Neurology and Psy- 
chiatry at San Francisco recently. 


A feature story about Dr. L. Lafe Bresette, Kansas 
City physician for 40 years, was published in the 
March 23 issue of the Kansas City Kansan. 


Dr. William L. Valk, of the University of Kansas 
Medical Center, spoke on ‘Fluid and Electrolyte Bal- 
ance” at a recent sectional meeting of the American 
College of Surgeons in Des Moines. He was also re- 
cently named to membership in the Clinical Society of 
Genitourinary Surgeons. 


Dr. C. Ray Athey, Wichita, spoke on “Hypnosis in 
Medicine’ at the seventh annual convention of the 
Kansas Association of Practical Nurses in Wichita last 
month. 


The Kansas City Times and the Cherryvale Re publi- 
can recently carried stories about Dr. William G. Nor- 
man, Cherryvale, who has started his 61st year of 
practice. 


Dr. William Menninger, Topeka, was master of 
ceremonies at a dinner held in Emporia last month in 
connection with a meeting of the Kansas Chapter, 
American College of Physicians. Dr. H. Alden 
Flanders, Hays, presented a paper on the program, 
“The Philosophy of Rehabilitation of Chronic Dis- 
eases.” Two Emporia physicians, Dr. John L. Mor- 
gan and Dr. Edward J. Ryan, were in charge of ar- 
rangements. 


Dr. Calvin A. Pyle, who has been on the staff of a 
Veterans Administration hospital in Prescott, Arizona, 
for the past three years, has moved to Leavenworth and 
is now public health officer for the city and for 
Leavenworth County. 
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“The Management of the Euthyroid Patient with 
Nodular Goiter” is the subject chosen by Dr. Frank F. 
Allbritten, Jr., of the University of Kansas Medical 
Center, for an address before the Missouri State Medi- 
cal Association in St. Louis on April 15. 


Dr. Irene A. Koeneke, of the Hertzler Clinic, Hal- 
stead, was guest of honor at a banquet given in Wichi- 
ta last month by the Soroptimist Club. Dr. Koeneke 
was elected as this year’s recipient of the Soroptimist 
award “in recognition of outstanding individual 
achievements in professional and business fields of 
endeavor.” 


Dr. Ferd H. Burnett, Cunningham, was honored 
by his community on April 13 with a surprise “This Is 
Your Life” program. He has been in practice since 
1906. 


The retirement of two University of Kansas School 
of Medicine faculty members, Dr. Sam E. Roberts, 
of the Department of Otorhinology, and Dr. Edward 
H. Hashinger, of the Department of Medicine and 
Gerontology, was announced recently. Dr. Roberts had 
been at the university since 1914 and Dr. Hashinger 
since 1921. 


Dr. Glenn R. Peters, Kansas City, headed a group 
discussion on “Fields of Medicine” at a career day pro- 
gram for students at Central College, Fayette, Missouri, 
on April 12. 


Announcement was made recently that Dr. Joe T. 
McKibben, a graduate of the University of Kansas 
School of Medicine, will move to Kansas soon to prac- 
tice in Hardtner. Dc. McKibben, recently of Anaheim, 
California, is a diplomate of the American Board of 


Surgery. 


Dr. Paul H. Lorhan, of the University of Kansas 
School of Medicine, spoke on ‘Geriatric Anesthesia”’ 
at a refresher course sponsored by the American Society 
of Anesthesiologists in New York last month. 


Blood Typing in Denton 


A community blood typing program was begun in 
Denton recently for the purpose of establishing a 
walking blood bank for that area. A laboratory tech- 
nician tested 80 persons to establish their blood types, 
and 40 more who had already been tested brought 
cards from other areas to have their names added to 
the Denton list. 
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COUNTY SOCIETIES 


Members of the Montgomery County Medical So- 
ciety entertained members of the bar association in 
the county at a dinner meeting at the Coffeyville 
Country Club recently. For the program Dr. Stephen 
S. Ellis, Coffeyville, served as moderator for a panel 
discussion on “Examination of Medical Witnesses dur- 
ing Trial.” Participants for the legal profession were 
Mr. Jay W. Scovel of Independence and Mr. Aubrey 
Neale of Coffeyville; for the medical profession, Dr. 
J. G. Hughbanks, Independence, and Dr. Robert Nix, 
Coffeyville. 


Dr. Sherman M. Steinzeig, associate in medicine 
at the University of Kansas Medical Center, was guest 
speaker at a meeting of the Leavenworth County 
Medical Society at the Hotel Cody last month. He 
discussed new aids in diagnosis and treatment of 
heart disease. In view of the public’s interest in mod- 
ern medicine, the society passed a resolution offering 
to supply speakers to civic bodies on request. 


A meeting of the Cowley County Medical Society 
was held at the Arkansas City Country Club on March 
20. Mr. Ford Harbaugh of Wellington, chairman 
of the Kansas Bar Association Committee on Rela- 
tions with the Medical Profession, spoke on the pro- 
posed inter-professional code for attorneys and physi- 
cians of Kansas. Mr. Oliver E. Ebel of Topeka, secre- 
tary of the Kansas Medical Society, discussed health 
workshops in Winfield. 


Members of the Pratt County Society were guests 
of the Auxiliary at a dinner at the Park Hills Country 
Club, Pratt, last month. Dr. Francis A. Thorpe 
showed color slides of beauty spots of the nation. 


The Golden Belt Medical Society met at the 
Country Club in Junction City on April 10 with 
members of the Geary County Medical Society as 
hosts. Dr. W. D. Francisco, Kansas City, was moder- 
ator of a panel discussion on back pain. Participants 
in the discussion were Dr. Robert P. Woods, Dr. 
Joseph Gendel, and Dr. Peter Thompson of Topeka, 
Dr. Donald Wald of Salina, and Dr. Paul Nelson of 
Concordia. 


“Emergency Care of Eye Injuries’ was the subject 
discussed by Dr. Larry L. Calkins, of the University 
of Kansas Medical Center, at a meeting of the Wyan- 
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dotte County Medical Society in Kansas City on April 


A meeting of the Shawnee County Society was held 
in Topeka on April 7. During the business session 
the group heard committee reports and voted to give 
third polio shots (prior ones given in December and 
January) at a public clinic in August, charging $1.00 
for each shot. Mr. Oliver E. Ebel, executive secretary 
of the Kansas Medical Society, Dr. James A. McClure, 
and Dr. Lucien R. Pyle discussed matters to come be- 
fore the Kansas Medical Society at its annual conven- 
tion in May. A proposal by the Tuberculosis Commit- 
tee of the society was approved as follows: that the 
society sponsor a tuberculosis clinic to be administered 
under the supervision of the Topeka City-Shawnee 
County Health Department, the Shawnee County 
Medical Society, the Tuberculosis Association, and 
other interested agencies, the clinic to be held separate 
from all other clinics. 


DEATH NOTICES 


ADELBERT L. SUWALSKy, M.D. 


Dr. A. L. Suwalsky, 79, Leavenworth physi- 
cian since 1901, died there on March 27. He 
was graduated from Medico-Chirurgical Col- 
lege of Kansas City that year. During his years 
of practice he had served two terms as president 
of the Leavenworth County Medical Society, of 
which he was an honorary member at the time 
of his death. He had also served as city physi- 
cian and as county health officer. 


OMAN REUBEN BritTAIN, M.D. 


A pioneer in the field of radiology, Dr. O. R. 
Brittain of Salina, 79, died on April 3 at a hos- 
pital in Wichita. An honorary member of the 
Saline County Society, he had been in retire- 
ment since 1948. He received his medical edu- 
cation at Creighton University School of Medi- 
cine, completing his work there in 1903. He 
began practice in Salina in 1904, helped found 
the Mowery Clinic there in 1932, and assisted 
with installation of the first x-ray machine in 
Salina at St. John’s Hospital. During World 
War I he served at Fort Riley and at the medi- 
cal center at Fort Oglethorpe, Georgia. He was 
a diplomate of the American Board of Radi- 
ology and a fellow of the American College of 
Radiology. 
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Markle Scholar at KUMC 


Dr. Ned W. Smull, instructor in pediatrics at the 
University of Kansas School of Medicine, was chosen 
last month as one of 25 Scholars in Medical Science 
for 1958 by the John and Mary R. Markle Founda- 
tion. A Markle scholar receives a $30,000 appropri- 
ation during a five-year period. 

Dr. Smull’s research interests have been in the 
field of respiratory physiology. For the past three 
years he has been engaged in the research laboratories 
at Kansas City as a member of a team investigating 
respiratory insufficiency in newborn infants. 

The Markle Foundation came into existence in 
1927, and since that time 231 physicians in 74 medi- 
cal schools have been chosen to receive the grants. 
The purpose of the program is to improve medical 
research and education by assisting promising young 
teachers and investigators who, too often, because 
of financial reasons, must forego academic careers. 


Care of the Aged 


The foundation was laid recently by some of the 
most important organizations in the health field to 
solve the problem of the health care of the aged. 

For this purpose the American Dental Association, 
the American Hospital Association, the American 
Medical Association, and the American Nursing 
Home Association announced the establishment of the 
Joint Council to Improve the Health Care of the 
Aged. 

Objectives of the council, the formation of which 
has been under consideration for some time by the 
sponsoring groups, were announced as: (1) to iden- 
tify and analyze the health needs of the aged; (2) to 
appraise available health resources for the aged; and 
(3) to develop programs to foster the best possible 
health care for the aged regardless of their economic 
status. 

The Joint Council to Improve the Health Care of 
the Aged is made up of three representatives of each 
sponsoring organization. 

One of the first jobs of the council will be to de- 
termine exactly what are the health problems of the 
aged. Studies have been underway for the past several 
years by the organizations making up the council, 
but now, through joint efforts, research will be in- 
tensified and projects for meeting the problem will 
be activated as rapidly as possible. The council will 
be the agency through which the efforts of the spon- 
soring member organizations will be coordinated to 
solve the health problems of the aged. 

The sponsoring organizations pointed out that the 


need for new programs in this field is accented by — 


the fact that the life expectancy of individuals has 
been constantly increasing in recent years. In 1935 
life expectancy in the United States was an average 
60.2 years. The most recent figure indicates the aver- 
age life expectancy now to be 70.0 years. 

The council will have as one of its principal im- 
mediate projects the development of programs and 
facilities to be tailored to the health needs and finan- 
ces of the aged. 

Another facet of the council’s broad-range program 
will be to work closely with health insurance groups 
in an effort to improve the coverage of the aged and 
to see that their insurance dollars go further. 

It is the belief of the Joint Council to Improve the 
Health Care of the Aged that much can be done for 
older people by the states and communities, and 
the council will endeavor to stimulate the activities 
at these levels of government. 

Special research projects are contemplated by each 
of the organizations supporting the council. This 
research will then be pooled and programs developed 
to meet the health needs of the aged. The ultimate 
goal is to provide adequate health care at reasonable 
costs. 


Schering Gives Audio Digest Subscriptions 


Announcement has been made by the Schering 
Corporation that it is giving 200 one-year subscrip- 
tions to Audio Digest to teaching hospitals for the 
benefit of resident physicians and interns. Each sub- 
scription will consist of 122 tapes, each tape record- 
ing important medical articles, clinical reviews, and 
lectures. There will be 26 tapes on general practice 
and 24 each on surgery, internal medicine, obstetrics 
and gynecology, and pediatrics. 

Lecturers who make the tapes serve without pay to 
the Audio Digest Foundation, as do members of its 
board of editors and 100 consultants. All revenue 
over the cost of production and distribution is con- 
tributed to the American Medical Education Founda- 
tion. 


Film Catalogue Available 


A revised list of films available through the Amer- 
ican Medical Association motion picture library has 
been prepared and copies are available upon request 
from Motion Pictures and Medical Television of the 
American Medical Association. This catalog lists 87 
medical films suitable for showing to medical socie- 
ties, hospital staff meetings, and other scientific 
groups. This catalog also includes 57 health films 
of interest to physicians who may be called upon to 
speak before lay audiences such as service organiza- 
tions and Parent-Teachers’ Associations. 
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Tumor Conference 


Edited by BONITA J. PETERSON, M.D. 


Dr. Friesen: Testicular tumors comprise about 2 
per cent of all malignant neoplasms in men and al- 
most 10 per cent of the malignant tumors of the 
male genitourinary tract. Germinal tumors, of which 
the three following cases are examples, constitute 
about 96 per cent of all testicular malignancies. 

Dr. Brosius: A 31-year-old white man entered the 
University of Kansas Medical Center with com- 
plaints of hemoptysis and dyspnea. He had been in 
good health until three months previously when he 
developed a slight non-productive cough. The cough 
became productive of clear, blood-streaked sputum 
and was accompanied by progressive shortness of 
breath. He did not seek medical attention until ten 
days before admission, when a roentgenogram of the 
chest was taken. His past history included surgery 
at another hospital at the age of 13 for an unde- 
scended right testicle and an inguinal hernia. 

On admission he was pale, apprehensive, moder- 
ately dyspneic, and acutely ill. Examination of the 
chest revealed both inspiratory and expiratory moist 
rales throughout both lung fields. No enlarged lymph 
nodes were palpated. There was a scar and tender- 
ness in the right lower quadrant of the abdomen. No 
abdominal organs or masses were palpated. The right 
testicle was not in the scrotum. The left testicle was 
small but not atrophic. The initial laboratory exami- 
nations were within normal limits except for a cyto- 
logic examination of sputum reported as containing 
malignant cells. 

Dr. Davidson: The chest film shows a widespread 
nodular infiltration throughout both lungs typical 
of metastatic disease. 

Dr. Brosius: The hospital course was one of rapid 
deterioration. The patient was extremely dyspneic 
during the last three days of his life, despite oxygen 
therapy. We started him on radiotherapy two days 
before he died, hoping that the tumor might’ be 
somewhat radiosensitive. 

Dr. Friesen: Were any laboratory findings of help 
in determining the tumor type? 

Dr. Brosius: His Aschheim-Zondek test was posi- 
tive. In checking the operative record at the other 


Cancer teaching activities at the University of Kansas 
Medical Center are aided by grants from the National 
Cancer Institute, U. S. Public Health Service, and from the 
Kansas Division of the American Cancer Society. Dr. Peter- 
son is a Fellow of the American Cancer Society. 


Testicular Tumors 


hospital we found that the testicle was never found. 
The final diagnosis was given as absence of the right 
testicle. We believed that the primary tumor arose 
in an intra-abdominal testicle and was producing 
gonadotrophins. 

Dr. Donald: The malignant potential of unde- 
scended testicles is one of the principal reasons for 
their clinical importance. There is controversy as to 
the percentage of malignant change and most statis- 
tics are poor, because the total number of such cases 
is small. It has been stated! that the chance of malig- 
nant change is about 45 times that for a scrotal testi- 
cle. A cryptorchid testicle may undergo malignant 
change even after it has been placed in the scrotum. 
Nobody knows whether this is due to an inborn de- 
fect or to changes which occur while the testicle is 
still in the abdomen. 

Dr. Friesen: If the danger of malignancy is not 
reduced, why should the testicle be placed in the 
scrotum ? 

Dr. Donald: It can then be examined by the pa- 
tient and his physician. 

Dr. Friesen: Is the danger of malignancy great 
enough to warrant excision of every cryptorchid testi- 
cle? 

Dr. Donald: If it is made accessible to examina- 
tion, if the danger is made known to the patient, 
and if there is an adequate examination at frequent 
intervals, excision need not be done. 

Dr. Friesen: Why should this testicle be saved ? 

Dr. Donald: Spermatogenesis is possible if the 
testicle is placed in the scrotum at the age of 4 or 5. 
Enough patients with bilateral cryptorchidism have 
become parents to convince us that these testicles do 
function adequately, although not enough of them 
have been biopsied to establish any percentage. When 
a patient has unilateral cryptorchidism, there is al- 
ways the risk that the opposite testicle may be in- 
jured. Therefore we try to save the cryptorchid 
testicle. 

Dr. Friesen: Certainly it would be better to remove 
such a testicle than to leave it in the abdomen. 

Dr. Donald: Yes, if it can’t be brought into the 
scrotum, it should be removed. 

Dr. Friesen: What were the findings at autopsy 
in this case? 

Dr. Davis: A mass weighing 120 grams was found 
in the right lower quadrant of the abdomen. It was 
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covered with peritoneum and was composed of yel- 
low, partly necrotic tissue with numerous areas of 
hemorrhage. Hemorrhagic metastases were found in 
the lungs, both kidneys, the liver, jejunum, hilar 
lymph nodes, and the brain. 

Dr. Boley: This type of tumor is characteristically 
hemorrhagic and shows large areas of necrosis. The 
tumor has two components, both of which must be 
present before the diagnosis of choriocarcinoma can 
be made. First, there is the cytotrophoblastic com- 
ponent with visible cell walls and pleomorphic nuclei. 
Secondly, there are syncytial masses of cytoplasm with 
multiple nuclei. The cells act similarly to those of the 
placenta in producing some substance, possibly an 
enzyme, which causes destruction of blood vessels 
with consequent hemorrhage. A small focus of tu- 
mor in the brain will cause a large area of necrosis. 

Most of the malignancies we have seen in un- 
descended testicles have been seminomas. They are 
the least malignant and the most sensitive to radia- 
tion, whereas choriocarcinoma is the most malignant 
and radioresistant. 

Dixon and Moore! have postulated the origin of 
testicular tumors derived from germ cells as follows: 


TUMORS OF GERM CELL ORIGIN 


GERM CELL 


TUMOR OF TOTIPOTENTIAL CELLS 


Seminoma 


Embryonal Carcinoma 


Cytotropho- Ectoderm Entoderm 
| d/as foma \ Mesoderm 
+ \ 
Choriocarcinoma Teratoma 


There are pure forms of these tumors and many 
combinations. 

Dr. Friesen: Our second case is an example of a 
mixed type of tumor. 

Dr. Witus: A 16-year-old boy was admitted with 
a chief complaint of a swollen testicle for two weeks. 
Two months earlier, after playing football, he first 
had painless swelling of the testicle without associ- 
ated symptoms or known direct trauma. The swelling 
subsided spontaneously in five days. The second swell- 


ing followed a game of basketball, again with no 
history of direct trauma. 

The admission physical examination was within 
normal limits except for a firm, non-tender mass in 
the right hemi-scrotum. Laboratory examinations, in- 
cluding an Aschheim-Zondek and a frog test, were 
within normal limits. The x-rays, including an intra- 
venous pyelogram, were also normal. 

Intravenous pyelograms are done routinely when 
we suspect a tumor of the testicle. The spread of 
such a tumor is to the retroperitoneal lymph nodes, 
and enlarged nodes can produce compression or devi- 
ation of a ureter. We routinely do the frog test to 
detect tumors producing gonadotrophins. In this 
case, everything was normal except for the mass in 
the scrotum, which was assumed to be tumor. 

Dr. Donald: Any enlargement of the testicle 
should be considered tumor until proven otherwise. 
A hydrocele can be differentiated by transillumina- 
tion, and a hernia, usually by reduction. At least 75 
per cent of all testicular tumors have a history of 
trauma, but there is no apparent causal relationship. 

We feel that biopsy of a testicular tumor is not in- 
dicated. We open the inguinal canal, isolate the 
cord, and clamp it so that further manipulation will 
not disseminate tumor cells into the systemic circula- 
tion. The tumor or testicle is then brought into view 
and examined. It is not always possible to determine 
by inspection whether tumor is present, but the sur- 
geon must decide at that time if the possibility of 
tumor is great enough to warrant orchidectomy. In 
this case, it was felt that tumor was present. The 
testicle was removed and the cord ligated in the in- 
guinal canal. 

Dr. Friesen: Are there any inflammatory condi- 
tions which must be differentiated ? 

Dr. Donald: Yes, the most common inflammatory 
disease is epididymitis, but this can be diagnosed by 
examination. Occasionally an abscess or orchitis will 
be diagnosed as tumor. In many of these cases the 
testicle would have no further function, so its removal 
is not a serious mistake. 

Dr. Friesen: Would you expect a tumor to be non- 
tender and the patient afebrile? 

Dr. Donald: Not necessarily. A tumor can have 
spontaneous hemorrhage with swelling, pain, and 
fever. Trauma would produce pain as in a normal 
testicle. I think that probably a testicle with tumor is 
more susceptible to injury than is a normal testicle. 

Dr. Friesen: At the time of the orchidectomy, do 
you look for iliac nodes and examine the inferior vena 
cava? 

Dr. Donald: This is a part of the future manage- 
ment. The type of tumor dictates further treatment, 
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so we wait for the pathological diagnosis before 
proceeding further. 

Dr. Boley: In this case there are areas with well- 
differentiated teratoma showing tall columnar epithe- 
lium, lymphoid tissue, and other components. In 
other areas the epithelium shows hyperchromatic 
nuclei and pleomorphism of the cells consistent with 
embryonal carcinoma. This is an example of a mixed 
tumor as mentioned previously. We would expect 
the metastases to behave like embryonal carcinoma. 

Dr. Donald: We must direct our management of 
this patient toward the most malignant cell type 
since the behavior of the tumor and the behavior of 
the metastases will mimic the most malignant com- 
ponent. There are two categories of further therapy, 
radiotherapy and surgery. The seminoma tends to be 
pure and is extremely radiosensitive. In these cases 
we feel that excision of the testicle followed by radio- 
therapy gives the greatest possible cure rate. All other 
testicular tumors are relatively radioresistant and 
should be treated by radical node dissection of the 
lymphatic drainage areas for the testicle. 

In this case all lymph node bearing areas were 
removed from the right diaphragm to the junction 
of the internal and external iliac arteries. There are 
three areas where metastatic tumor is commonly 
found in lymph nodes: over the common iliac 
arteries, over the bifurcation of the aorta, and at the 
renal hilum. This patient had a large node at the 
bifurcation of the aorta which was firmly attached to 
the vena cava. It could not be dissected free so that 
part of the vena cava had to be sacrificed with the 
block dissection. 

Dr. Boley: This node contained a more malignant 
type of tumor cell than most areas of the primary 
tumor. When nodes are involved, the prognosis be- 
comes poor. In the series of Dixon and Moore,! the 
two-year survival rate in patients with teratocarcinoma 
and lymph node metastases was only 16 per cent, as 
compared to 59 per cent in those with no lymph 
nodes metastases. 

Dr. Donald: More than 50 per cent of the cases 
of teratocarcinoma have metastases by the time of 
orchidectomy. These tumors occur in young active 
individuals and tend to metastasize early. They are 
frequently not noticed by the patient until groin or 
back pain develops. 

Dr. Friesen: Dr. Witus, will you present the last 
case? , 

Dr. Witus: A 32-year-old white man was admitted 
with a right scrotal mass. Four months previously he 
had had sudden pain, tenderness, and swelling of 
his testicle without trauma, fever, or infection. The 
testicle had changed little in size since that time, 
but the tenderness had disappeared. He had been 
treated with antibiotics and stilbestrol. 


At the time of admission the general physical ex- 
amination was negative except for the right testicle. 
It was twice the normal size, hard and nodular, but 
non-tender. Routine laboratory examinations and 
x-rays were normal. An inguinal orchidectomy was 
done. 

Dr. Boley: The tumor is composed of cells with 
pale, rather abundant cytoplasm and uniform nuclei. 
There are a few lymphocytes in the moderately abun- 
dant stroma. The amount of stroma and the varia- 
tion in the nuclei does not apparently affect the prog- 
nosis. Dixon and Moore,! in their series of 990 cases, 
found that pain, even with seminomas, was a poor 
prognostic sign. When pain was present, there were 
only about one-third as many survivors in patients 
with seminoma, embryonal carcinoma, and teratoma 
as when there was no pain. Those with urinary gona- 
dotrophins also had a poorer prognosis. 

Dr. Fink: When a patient with a seminoma has 
urinary gonadotrophins, isn’t he likely to have a nod- 
ule of choriocarcinoma that has not been recognized? 

Dr. Boley: Yes, either that or embryonal carcino- 
ma. There are 15 different combinations of the vari- 
ous tumors of germ cell origin, and rules for the 
pure types do not hold for the combinations, either 
for prognosis or therapy. 

Dr. Tice: When pure, the seminoma is so radio- 
sensitive that one might consider using radiotherapy 
alone if the diagnosis could be determined without 
orchidectomy. We started radiotherapy in this patient 
about four days after the orchidectomy. He received 
therapy to the pelvis similar to that given for car- 
cinoma of the cervix, and 1500r was directed to the 
retroperitoneal lymph nodes. I have treated two pa- 
tients having palpable metastases with survivals thus 
far of 10 and 15 years. 

Dr. Friesen: These three cases have been informa- 
tive. Cryptorchidism deserves early attention. We 
must consider an undiagnosed mass in the scrotum as 
tumor, even before we consider inflammation. We 
should remember that many testicular tumors are 
mixed in type and that their most malignant com- 
ponent will limit the effectiveness of therapy. 
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Speeding was blamed for 13,830 deaths on U. S. 
highways in 1956. 
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Milk-Alkali Syndrome 


Its Pathogenesis and Report of Three Cases 


KEITH W. GALLEHUGH, M.D., Tacoma 


In 1922 Grant?! first observed that alkalosis oc- 
curred as a result of using Sippy powders (calcium 
carbonate, sodium bicarbonate, and magnesium ox- 
ide) in the treatment of peptic ulcer. The following 
year Hardt and Rivers? reported symptoms of azote- 
mia in patients with duodenal ulcer treated by the 
same method. These symptoms were accompanied by 
renal changes, increased blood urea, and either nor- 
mal or increased carbon dioxide combining power. 
Hardt and Rivers noted that patients with renal 
complications were more inclined to develop these 
toxic manifestations and to develop them to a much 
greater degree. They discovered that the alkalosis 
and azotemia improved when the milk and alkali 
regimen was stopped. In 1936 Cope?! noted a con- 
siderably elevated serum calcium level in several 
patients with this clinical picture. 

Burnett and associates,” in 1949, reported six pa- 
tients presenting the following characteristic fea- 
tures: hypercalcemia without hypercalcuria or hypo- 
phosphatemia, normal alkaline phosphatase, marked 
renal insufficiency with azotemia, mild alkalosis, and 
calcinosis manifested especially by an ocular lesion 
resembling band keratitis. The six patients all showed 
clinical improvement on low milk and absorbable 
alkali intake. These patients gave a history of pro- 
longed and excessive intake of milk and absorbable 
alkali (sodium bicarbonate). Since Burnett’s paper 
was published, this group of symptoms has been re- 
ferred to as Burnett’s syndrome or the milk-alkali 
syndrome. The latter term will be used throughout 
this paper. 

In all six of Burnett’s cases there were ocular le- 
sions similar to those described by Walsh and How- 
ard#? in patients having hypercalcemia of varied 
etiology. The conjunctival lesions were small glass- 
like particles in the conjunctivae of the palpebral fis- 
sure area. The changes in the cornea consisted of 
hazy, gray, granular epithelial and subepithelial de- 
posits running concentrically with the limbus on 
either the nasal or temporal side or both. These 
lesions may be confused with arcus senilis. 
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Kyle? recently emphasized the difficulty in clearly 
differentiating hyperparathyroidism from the milk- 
alkali syndrome. In his opinion, clinical improvement 
on a diet low in calcium and absorbable alkali may 
be the most important differentiating feature. Waife*! 
has observed that patients with hyperparathyroidism 
often have an acute onset of epigastric pain, vomiting, 
and constipation. 

Hyperparathyroidism is characterized by hypercal- 
cemia and hypercalcuria which eventually results in 
renal failure. However, when renal failure occurs as 
a late complication, the low serum phosphorus and 
the hypercalcuria may disappear, and, as in the milk- 
alkali syndrome, hypercalcemia without hypercalcuria 
occurs. Schneider*4 also recognized the difficulty in 
differential diagnosis. He points out that in about 
one-third of patients having hyperparathyroidism 
there is skeletal damage, pathognomonic radiologic 
findings of osteitis fibrosa cystica, and absence of 
dental lamina dura. The milk-alkali syndrome does 
not cause skeletal damage. 

The following three cases of the milk-alkali syn- 
drome were seen at the University of Kansas Medi- 
cal Center and are presented to illustrate the impor- 
tance of vomiting in the pathogenesis of this syn- 
drome. 

Case 1, a 49-year-old white man was admitted on 
November 22, 1955, via the emergency room with 
the chief complaint of epigastric pain. The patient 
had been known to have duodenal ulcer since 1937 
with recurrent episodes of epigastric pain. He never 
stayed on good management and continued to use 
alcohol and smoke two packs of cigarettes daily. He 
had had two episodes of gastrointestinal bleeding, 
the last occurring one month prior to admission. He 
had been hospitalized one month prior to admission 
and released on dietary management, aluminum hy- 
droxide gel (Amphogel) and methantheline bro- 
mide (Banthine). He continued to have epigastric 
pain and complained of nausea and vomiting each 
evening. He presented himself to the hospital with 
the idea of having surgical resection. He had lost 20 
pounds of weight during the preceding year. 

In 1943 the patient was exposed to carbon tetra- 
chloride and methyl bromide which was followed by 
a month’s illness characterized by coma and general- 
ized anasarca. 
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On admission, temperature, pulse, and respiration 
were normal. The blood pressure was 180/105. 
Ophthalmological examination revealed some retinal 
vessel narrowing and mild A-V nicking. The liver 
was palpable one fingerbreadth below the right costal 
margin. The remainder of the physical examination 
was within normal limits. 

The urine showed a specific gravity of 1.006, with 
an alkaline reaction and a negative test for sugar 
and albumin. On microscopic examination many 
white blood cells and numerous crystals were found. 
Examination of the blood disclosed 12.5 gm. of 
hemoglobin per 100 cc., a red blood cell count of 
3,780,000 per cubic millimeter, and a white cell 
count of 7,500 per cubic millimeter, with 73 per cent 
neutrophiles, 3 per cent nonsegmented neutrophiles, 
22 per cent lymphocytes, 4 per cent monocytes, and 1 
per cent eosinophiles. The V.D.R.L. test was nega- 
tive. The platelet count was 293,000 per cubic milli- 
meter. The reticulocyte count was 1.6 per cent. 

Blood chemistry studies showed a blood urea 
nitrogen of 53.2 mg. per 100 cc., serum calcium 6.6 
mEq., serum phosphorus 2.0 mEq., non-protein nitro- 
gen 55 mg. per 100 cc., fasting blood sugar 92 mg. 
per 100 cc., serum sodium 145 mEq., serum potas- 
sium 3.5 mEq., chloride 90 mEq., and carbon dioxide 
combining power 37.3 mEq. The free hydrochloric 
acid in an evening aspirate was 48 degrees, total acid 
was 100 degrees. A phenolsulfonphthalein test re- 
vealed 3.3 per cent of the dye excreted in 15 minutes 
and 17.3 per cent in one hour. The blood ammonia 
was 91 mg. per 100 cc., serum bilirubin 0.1 mg. direct, 
0.5 mg. per cent total; alkaline phosphatase 1.1 milli- 
mol units; bromsulfonphthalein 2 per cent retention at 
20 minutes ; cephaline cholesterol flocculation negative ; 
thymol turbidity 4 units; serum lipase 0.5 mg. per 100 
cc.; serum albumin 4.7 gm. per 100 cc.; serum 
globulin 2.48 gm. per 100 cc.; serum iron 60 gamma 
per 100 cc.; serum amylase 56 mg. per 100 cc.; cho- 
lesterol 327 mg. per 100 cc. with 70 per cent esters. 

The electrocardiogram revealed flattening of the T 
waves throughout the tracing and suggestion of early 
left ventricular hypertrophy. Radiologic examination 
showed a normal chest and heart. The kidney-ureter- 
bladder film revealed relatively large kidneys on both 
sides. Upper gastrointestinal series revealed a marked 
deformity of the duodenal bulb consistent with ulcer. 
At the time of gastrointestinal studies there was no 
evidence of obstruction. Skin test for histoplasmosis 
was positive; other skin tests were negative at 48 
hours. Sulkowitch test revealed a decreased urinary 
calcium excretion. Stools for blood were negative on 
two occasions. 

After admission, the patient was started on nightly 
gastric aspirations. The first of these were 925 cc. 
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and 1300 cc. He was placed on management consist- 
ing of milk on the hour during the day and every 
two hours at night and magnesium trisilicate and 
aluminum hydroxide (Gelusil) on the half hour. 

At first it seemed obvious that his electrolyte dis- 
turbance and elevated blood urea nitrogen were due 
to renal disease which he had sustained in an acci- 
dent many years ago. However, it was learned that 
this man had taken extremely large quantities of milk 
and antacids for many years. At that time the serum 
calcium was checked and found to be 6.6 mEq., and 
it was felt that this pattern of renal insufficiency 
probably was due to the milk-alkali syndrome. He 
was then taken off milk and left on Gelusil and a six- 
feeding bland diet which he tolerated well. His electro- 
lytes returned to normal and the blood urea nitrogen 
fell to 49 mg. per 100 cc. While he was under obser- 
vation in the hospital, his blood pressure remained 
elevated. However, by the time of dismissal it was in 
the order of 160/85. The surgeons suggested further 
medical management. After 15 days in the hospital, 
the patient was discharged on a six-feeding bland 
diet and frequent magnesium trisilicate and aluminum 
hydroxide (Gelusil). 

Case 2, a 46-year-old white man, was admitted on 
November 26, 1955, with a chief complaint of 
“vomiting blood.’’ He had been well until Novem- 
ber 1953, when he began to have severe abdominal 
pain. In January of 1954 he had his first episode of 
hematemesis which lasted for one day. He was not 
hospitalized or transfused. In June of 1955 he became 
jaundiced and began to lose weight. He consulted 
his local physician who told him that he had “malaria 
fever” and gave him some pills. He did not have 
chills or fever. The jaundice subsided and he appar- 
ently was well until September 1955, when he 
began to have trouble with “gas” which was relieved 
by vomiting. This was usually worse about one hour 
after eating and occasionally awakened the patient at 
night. 

One month prior to admission he had an episode 
of hematemesis and melena which lasted several 
days. Two weeks prior to admission at the Universiiy 
of Kansas Medical Center, he was hospitalized for 
eight days and given seven units of blood. After dis- 
charge he was placed on a soft diet and aluminum 
hydroxide gel (Amphogel) every two hours while 
awake. Two days prior to admission, the patient 
vomited a large quantity of bright red blood with no 
subsequent bleeding. A review of the patient's sys- 
tems revealed he had been taking enemas three times 
a week for many years for constipation. 

On admission, temperature, pulse, and respiration 
were normal. The blood pressure was 90/40. The 
skin was slightly jaundiced. The extremities showed 
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wasting of muscles most marked in the shoulder 
girdle and upper arm. The remainder of the physical 
examination was within normal limits. 

The urine showed a specific gravity of 1.011, with 
an alkaline reaction and a negative test for sugar and 
albumin. On microscopic examination a few casts 
and occasional white blood cells were seen. Examina- 
tion of the blood disclosed 7.5 gm. of hemoglobin 
per 100 cc., a red blood cell count of 2,890,000 per 
cubic millimeter, and a white cell count of 5,400 with 
a normal differential. The hematocrit was 22 per 
cent. 

Blood chemistry studies showed a serum calcium 
of 8.3 mEq.; serum phosphorus 1.2 mEq.; non-pro- 
tein nitrogen 29.2 mg. per 100 cc.; serum sodium 
140 mEq.; serum potassium 5.0 mEq.; serum chlo- 
ride 103 mEq. per 100 cc.; carbon dioxide combining 
power 27 mEq.; total protein 5.68 gm. per 100 cc.; 
serum globulin 1.78 gm. per 100 cc.; serum albumin 
3.82 gm. per 100 cc. The serum iron was 20 gamma 
per 100 cc. A 24-hour urine for creatinine showed 
445 mg. per 1180 cc. of urine. The hepatogram was 
normal. The electrocardiogram was normal. Radio- 
logic examination showed a normal chest and ab- 
domen. A barium meal revealed that the stomach 
was obstructed at the gastric outlet-—no ulcer was 
identified. 

The patient was placed on a six-feeding bland diet 
and was given two pints of whole blood the day 
of admission and one pint the following day. He was 
started on a regimen of milk and magnesium tri- 
silicate and aluminum hydroxide (Gelusil). On De- 
cember 2, 1955, this was discontinued and he was 
started on milk and calcium carbonate. On December 
12, 1955, the serum calcium was found to be 8.3 mEq. 
and the serum phosphorus 1.2 mEq. At that time the 
calcium carbonate was discontinued and aluminum 
hydroxide gel (Amphogel) substituted. Following 
this the serum calcium level dropped to 3.9 mEq. 
and serum phosphorus to 0.29 mEq. Again the regi- 
men was changed to milk and calcium carbonate fol- 
lowing which the serum calcium level increased to 2.1 
mEq. and the non-protein nitrogen dropped from 77 
to 49 mg. per 100 cc. 

The patient was discharged after 20 days in the 
hospital on a six-feeding soft ulcer diet, calcium car- 
bonate, 4 grams (two drams) three times per day, 
and milk 120 cc. (four ounces) every two hours. 

Case 3, a 56-year-old white man, was admitted 
on October 30, 1956, with the chief complaint of 
stomach pain. The patient had been treated for peptic 
ulcer since 1940. In July 1947 he had had a perfora- 
tion of his duodenal ulcer which was repaired by 
suturing. In January 1948 he became obstructed and 
had a gastrojejunostomy. Following this he did fairly 


well on diet alone until May 1954, when he de- 
veloped pain which again was treated with diet. On 
September 26, 1955, the patient suddenly developed 
nausea and vomiting and had severe abdominal pain 
which began approximately at 11:00 a.m. each morn- 
ing. The pain required meperidine (Demerol) for 
two weeks prior to admission. The vomiting persiste 

until the time of admission. 

On admission, temperature, pulse, and respiration 
were normal. The blood pressure was 140/80. The 
physical examination revealed healed right and left 
paramedian surgical scars. The examination was oth- 
erwise negative. 

The urine showed a specific gravity of 1.022, with 
an acid reaction, a slight trace of albumin, and a 
negative test for sugar. On microscopic examination, 
occasional hyalin, waxy, and granular casts and 2-5 
white blood cells per high power field were found. 
Examination of the blood revealed 16.5 gm. of hemo- 
globin per 100 cc., a white blood cell count of 7,900 
per cubic millimeter, and a red blood cell count of 
5,700,000 per cubic millimeter. The differential 
showed 58 per cent neutrophiles, 1 per cent nonseg- 
mented neutrophiles, 33 per cent lymphocytes, 8 per 
cent monocytes and 1 per cent basophiles. The 
V.D.R.L. test was negative. Blood chemistry studies 
showed a blood urea nitrogen of 20 mg. per 100 cc., 
a fasting blood sugar of 70 mg. per 100 cc. The 
erythrocyte sedimentation rate was 20 mm. per hour. 
Stool examinations for occult blood were positive. 
Radiologic examination showed a normal chest, gall- 
bladder, and colon. A barium meal revealed a post- 
operative stomach with enterostomy having little 
function and an ulcer present in the pyloric canal. 

He was started on a regimen of calcium carbonate, 
milk, and cream. After eight days he was started on 
a liberal bland diet. Gastroscopy was done and re- 
vealed hypertrophic changes in the mucosa. He was 
discharged on November 9, 1955, on a liberal bland 
diet and a prescription for calcium carbonate and 
magnesium carbonate. 

He was readmitted on March 21, 1956, with the 
chief complaint of vomiting. He had been well until 
March 17, 1956, when he began to vomit. The pa- 
tient was unable to keep anything in his stomach un- 
til the morning of March 21, 1956, when he was 
able to drink small amounts of water without vom- 
iting. 

At the time of admission the blood pressure was 
130/70. The pulse was 80 with occasional premature 
ventricular contractions. The tongue was dry and fur- 
rowed. There was minimal tenderness in the epigas- 
trium three fingerbreadths below the xiphoid process. 

The urine showed a specific gravity of 1.008, with 
an alkaline reaction, a faint trace of albumin, and a 
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negative test for sugar. The red blood cell count was 
5,200,000 per cubic millimeter, white blood cell count 
11,650 with a normal differential. Blood chemistry 
studies showed a blood urea nitrogen of 68 mg. per 
100 cc., serum calcium 8.0 mEq., creatinine 5 mg. per 
100 cc., serum sodium 138 mEq., serum potassium 
3.2 mEq., catbon dioxide combining power 44.2 
mEq., serum chloride 73 mEq. Radiologic examina- 
tion of the gastrointestinal tract revealed a duodenal 
ulcer with marked deformity of the duodenal bulb. 
There were low grade obstructive changes. 

On admission the patient was given 2,000 cc. of 
5 per cent glucose in normal saline with 60 mEq. of 
potassium chloride followed by 200 mEq. of am- 
monium chloride intravenously. The patient showed 
marked improvement and was discharged on March 
24, 1956. 


Discussion 


Several theories have been postulated concerning 
the pathogenesis of the milk-alkali syndrome, but 
the subject is still highly controversial. All theories 
seem to agree, however, that development of the 
syndrome depends upon renal insufficiency.4:7-?5 

Bland® believes renal insufficiency is probably 
caused by intrarenal calcification and potassium de- 
pletion resulting in a characteristic degenerative .tub- 
ular lesion. This belief is supported by the work of 
Becker® who recently reported renal parenchymal 
calcification in 36 per cent of 99 patients who had 
active or healed duodenal ulcer. He postulated that 
these patients had ingested large amounts of calcium 
and had also suffered from asymptomatic and tran- 
sient episodes of alkalosis. 

An explanation for intrarenal calcification has 
been offered by Snapper et al.3° They believe that 
calcium is deposited preferentially in organs where 
the excretion of acid results in a temporary tissue 
alkalosis, viz., kidney, stomach, and lung. Develop- 
ment of renal insufficiency seems to depend, there- 
fore, upon either hypercalcemia or metabolic alkalosis 
or both. Burnett et al. suggest that acute renal insufh- 
ciency occurring during alkalosis resembles lower 
nephron nephrosis (acute tubular necrosis) in some 
respects. 

Renal failure associated with hypercalcemia has 
been observed in various diseases including hyper- 
parathyroidism, acute osteoporosis, hypervitaminosis 
D, sarcoidosis, and generalized carcinomatosis with 
metastatic bone involvement. 

Peptic ulcer therapy rarely, if ever, produces hyper- 
calcemia unless alkalosis occurs.25 Wolf and Ball?4 
studied the problem of hypercalcemia without alkalo- 
sis and concluded that the plasma concentration of 
calcium is apparently not regulated by renal func- 
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tion. It has been postulated, however, that alkalosis 
plays a role in the renal excretion of calcium. It has 
been demonstrated that alkali administration de- 
creases urinaty calcium excretion! while ammonium 
chloride ingestion results in increased calcium excre- 
tion.1® The observation that orally administered inor- 
ganic phosphate decreases the urinary excretion of 
calcium is also of importance.? The pertinence of this 
experimental evidence is apparent when one considers 
the fact that milk contains, in addition to calcium, 
large amounts of phosphate. 

Although sodium bicarbonate was the usual alkali 
used by Burnett’s patients, this syndrome has also 
been observed in patients using only calcium car- 
bonate, generally considered to be a non-absorbable 
alkali. Ogle was the first to report a case of the 
milk-alkali syndrome developing in a patient who 
was receiving only calcium carbonate, although nu- 
merous other investigators1!-20.35,44 have reported 
alkalosis occurring in patients receiving calcium car- 
bonate. This problem was studied as early as 1941 
by Kirsner and Palmer.?6 They believe that a chloride 
deficiency develops in certain patients treated with 
calcium carbonate. 

Several mechanisms for the chloride deficiency have 
been suggested, including a low intake of sodium 
chloride, loss of chloride from vomiting or from 
aspiration of the gastric contents, and increased ex- 
cretion of chloride in the feces. Peters*® believes 
that part of the carbonate ion may be absorbed into 
the blood. Ogle has pointed out that calcium car- 
bonate reacts with the hydrochloric acid in the 
stomach to produce calcium chloride. Although some 
of the calcium chloride may be absorbed, it is be- 
lieved that the bulk of it is reconverted to insoluble 
calcium salts in the alkaline secretions of the small 
intestine. The formation of calcium chloride may 
contribute, in part, to the chloride deficiency. 

Another important theory attempting to explain 
the pathogenesis of this syndrome is that concerning 
the importance of previous renal damage in the de- 
velopment of alkalosis during treatment with alkaline 
powders.* Wilkinson and Jordan*® studied this prob- 
lem in 1939. They determined the renal clearance 
with sulfate before and after alkalosis and concluded 
that previous renal damage had been present in most 
of their cases. 

In 1942 Kirsner and Palmer?’ studied the prob- 
lem further. They gave large amounts of absorbable 
alkali (calcium carbonate and sodium bicarbonate) to 
a number of patients who had impaired renal func- 
tion without the development of alkalosis although 
they produced alkalosis in patients with normal renal 
function. They found the incidence of alkalosis to 
be higher in patients with massive gastrointestinal 


| 
ae 
| 
. 
} 
} 
| 
| 
| 
| 
i 


MAY, 1958 


hemorrhage or patients who had lost gastric juice 
either by vomiting or therapeutic aspiration. 

McGee® considered this problem in 17 patients 
with normal kidneys. He gave these patients 20-30 
grains of a mixture of calcium carbonate and mag- 
nesium oxide every hour from 7:00 a.m. to 9:00 p.m. 
for eight days. Although the blood urea nitrogen and 
carbon dioxide combining power did not change sig- 
nificantly, urea clearance fell 30 per cent in ten of 
the patients. Jeghers and Lerner+ believe that factors 
other than an excessive intake of alkali must be pres- 
ent before patients with normal renal function de- 
velop alkalosis. 

Another consideration which has been little more 
than mentioned in the medical literature is that con- 
cerning potassium depletion as an etiologic factor in 
the pathogenesis of the milk-alkali syndrome. It is 
well known that alkalosis of body fluids is associated 
with a loss of potassium. Bland states that whenever 
metabolic alkalosis is present, potassium depletion 
may be assumed to be present. 

The fact that loss of gastric contents due to vom- 
iting contributes to the pathogenesis of this syndrome 
is apparent from the three cases reported in this 
paper. All three of these patients gave a history of 
vomiting prior to the development of the syndrome. 
It is conceded that this series is too small to be 
Statistically significant; however, 18 of 35 cases re- 
viewed in the literature also gave a history of vom- 
iting. No attempt was made in reviewing the litera- 
ture to study potassium depletion in previously re- 
ported cases since levels of serum potassium do not 
necessarily reflect the state of depletion or repletion 
of body potassium.*® 

It has been noted that when potassium depletion 
and metabolic alkosis occur, two sodium ions and 
one hydrogen ion move into the cell to replace three 
potassium ions moving out to be excreted in the 
urine. When hydrogen ions move from the extracellu- 
lar to the intracellular space, the extracellular space 
is left with a high concentration of bicarbonate and 
the intracellular space has an increased acidity. Thus 
an intracellular acidosis and an extracellular alkalosis 
occur.9 12,18 

In the renal tubular mechanism for the reabsorp- 
tion of sodium, a competition for the secretion of 
hydrogen and potassium exists.5 When primary al- 
kalosis occurs, a decreased availability of hydrogen 
ions allows potassium to be lost in exchange for 
sodium. During potassium depletion potassium would 
be less available and hydrogen ion loss would be fa- 
vored. This mechanism, together with the movement 
of hydrogen ions into cells, augments the alkalosis. 

Bland states that, ‘‘Alkalosis and potassium loss 


can occur simultaneously and act in concert to per- 
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petuate one another. Alkalosis promotes markedly 
increased renal excretion of potassium.” 

It has been shown that experimental depletion of 
potassium produces renal tubular lesions in rats.5® 
Recently Relman and Schwartz*? studied renal tub- 
ular changes in patients with potassium depletion. 
Renal biopsies were obtained from three of the pa- 
tients. They observed marked swelling of the epithe- 
lium of the proximal tubules and diffuse foamy de- 
generation of the cytoplasm. Similar lesions have been 
observed in two patients who were treated with large 
doses of cortisone.37 Relman et al. noted that these 
lesions also developed as a secondary complication 
in kidneys which were already diseased. They point 
out that potassium depletion may severely impair 
tubular function, but apparently it is not likely to 
produce overt uremia without other contributing fac- 
tors. The renal dysfunction is more severe when po- 
tassium depletion occurs as a complication of pre- 
existing renal disease. 

It is well known that any type of stress results in 
an increased secretion and increased cellular utiliza- 
tion of adrenocortical steroids. These substances also 
produce a disturbance in acid-base balance character- 
ized by a hypochloremic alkalosis. This is associated 
with a negative potassium balance and therefore may 
be called a hypokalemic alkalosis. 

It is generally agreed that emotional factors and 
stress are of significance in the etiology of peptic 
ulcer. It seems probable that these factors also con- 
tribute to the pathogenesis of the milk-alkali syn- 
drome through secretion of adrenocortical steroids, 
alkalosis, and potassium depletion. 

Finally, it is quite obvious that no single factor is 
etiologic in the development of the milk-alkali syn- 
drome and that a number of factors are operating 
concomitantly to produce this group of symptoms. 
This is shown graphically in Figure 1. 


Summary 
1. Three cases of the milk-alkali syndrome which 
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were seen at the University of Kansas Medical Center 
are presented to illustrate the importance of vomiting 
in the pathogenesis of this syndrome. 

2. The literature is reviewed and the present theo- 
ries of pathogenesis are presented. 

3. Evidence is presented that potassium depletion 
may be important in the development of this syn- 
drome. 

4. No single factor is etiologic in the pathogenesis 
of the milk-alkali syndrome. 
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ANNOUNCEMENTS 


Courses in histochemistry, University of Kansas 
Medical Center, June 9-14 and June 16-21. Write 
Department of Postgraduate Education, University 
of Kansas School of Medicine, Kansas City 12, 
Kansas. 


Annual meeting, American Goiter Association, St. 
Francis Hotel, San Francisco, June 17-19. Informa- 
tion available from Dr. John C. McClintock, 1491/4 
Washington Avenue, Albany 10, New York. 


Scientific meeting, Gerontological Society, Inc., 
Bellevue Stratford Hotel, Philadelphia, November 
6-8. Co-chairmen are Dr. Warren Andrew, Bowman 
Gray School of Medicine, Winston-Salem, North Car- 
olina, and Dr. Joseph T. Freeman, 1530 Locust 
Street, Philadelphia 2. 


Courses offered by New York University Postgrad- 
uate Medical School, 550 First Avenue, New York 
16: symposium on modern therapeutics in internal 
medicine, June 9-20; management of chronic kidney 
disease, June 23-24; acute neurological problems of 
general practice, June 23-27; management of hyper- 
tension, June 25-26; general medicine review, July 
7-18; auscultation of the heart, July 16-18. 


Postgraduate course in geriatric medicine, with 
special emphasis on heart disease and psychosocial 
problems of later life, Washington University School 
of Medicine, Euclid Avenue and Kingshighway, St. 
Louis, May 24 and 25. Tuition free. Category I credit, 
AAGP. 


Trudeau School of Tuberculosis and Other Pul- 
monary Diseases, Saranac Lake, New York, June 2-20. 
Address inquiries to Box 500, Saranac Lake. Enroll- 
ment limited. 


Course in occupational medicine, September 15- 
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November 7, offered by New York University Post- 
graduate Medical School, 550 First Avenue, New 
York 16, New York. 


Postgraduate refresher course, University of South- 
ern California School of Medicine, August 5-21, of- 
fered in Honolulu and on board the SS Matsonia. 
Courses offered by specialties, based on actual case 
histories. Write Director of Postgraduate Division, 
USC School of Medicine, 2025 Zonal Avenue, Los 
Angeles 33. 


Veterans Administration Office, 49 Fourth Street, 
San Francisco, announces vacancies for Medical Rat- 
ing Specialists at $8,645 per annum to sit on board 
to rate claims of former members of the armed forces 
for disability compensation. 


Applications now being accepted for certification, 
new and reopened, American Board of Obstetrics and 
Gynecology, Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6, Ohio. Deadline for applications, 
September 1. 


Courses offered by University of Colorado Medi- 
cal Center, 4200 East Ninth Avenue, Denver: clinical 
hematology, June 16-21; dermatology for general 
practitioners, July 10-12; prevention and manage- 
ment of athletic injuries, August 25-27. 


Annual course in postgraduate gastroenterology, 
Jung Hotel, New Orleans, October 23-25, auspices of 
American Coilege of Gastroenterology, 33 West 60th 
Street, New York 23, New York. 


Good will tour to countries of the Orient following 
International Congress of Ophthalmology in Brussels 
in September. All physicians welcome. Write Com- 
pass Travel Bureau, 55 West 42nd Street, New York 
36, New York. 


The program of socialized medicine in Great 
Britain is becoming more expensive, according to a 
report made recently by the National Health Service. 
Fees paid by those using the service and by employers 
are to be raised in July. It is estimated that a total of 
$2,072,000,000 will be needed for maintaining the 
service during the coming fiscal year. 
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BOOK REVIEWS 


Surgery in World War Il. Ophthalmology and 
Otolaryngology. Editor in Chief, Col. John Boyd 
Coates, MC. Published by Office of Surgeon General, 
Department of the Army, Washington, D. C. 605 
pages. Price $5.00. 


The volumes comprising the history of the Medical 
Department of the U. S. Army in World War II 
are divided into two series: (1) the administrative 
and operational series which constitutes a part of the 
general series of the U. S. A. in World War II; and 
(2) the professional, or clinical and technical, series. 
This is one of the volumes published in the latter 
series. It contains data accumulated and summarized 
as of 1947, although published in 1957. 

This book is a good factual account of the com- 
bined administrative and professional problems which 
were met by our specialties in wartime. The authors 
happily resisted the temptation to list statistics and 
gave an interesting, running commentary instead. 

The opthalmology portion is especially well docu- 
mented and much more complete. The type of prob- 
lems confronted, the method of solution, and the les- 
sons learned are detailed for the ZI (Zone of Inte- 
rior) as well as the ETO and PTO (overseas theaters 
of operations). 

The problem of availability and the utilization of 
personnel was foremost. During World War II only 
one-third of all the qualified opthalmologists were in 
the ZI, while two-thirds were overseas. Since the total 
number available was always inadequate, the success- 
ful development of ‘“‘specialty centers” in which 
problem cases were grouped became one of the most 
effective accomplishments of the war. The use of top 
men, in uniform, as regional consultants was another 
great forward step although it was not utilized sufhi- 
ciently in the ZI. 

The special problems of refraction in ZI and over- 
seas, including the issue and supply of glasses; the 
development of the acrylic false eye; the training and 
rehabilitation of the blind; the medical management 
and the evacuation of combat injuries including for- 
eign bodies of the eye; the plastic reconstruction of 
the eye and associated facial deformities—all of these 
make dramatic reading. The day-to-day routine over- 
load in the outpatient clinics of the hospitals, the 
training centers, induction centers, staging areas, and 
overcrowded camps in general is not forgotten, and 
due credit is offered to the members who carried on 
this big, necessary, but non-glamorous job. 

The otolaryngology section is less complete and 
much less effective, although some attempt at pre- 
senting clinical problems is made. Details are limited 
to the experiences of a few top men in ETO. Except 


at Hearing and Facial Nerve Centers, special group- 
ing of otolaryngologists was not feasible. Head and 
neck war injuries were routed to maxillofacial teams. 
Otolaryngologists were seldom involved since max- 
illofacial teams were controlled separately and did 
not usually include an ENT surgeon. The rehabilita- 


tion of the deafened was outlined, and a limited anal-. 


ysis of acoustic trauma was included. 

Not discussed was the tremendous, routine work of 
the ENT outpatient staffs and their success in keep- 
ing men on the duty roster.—].A.B. 


Current Therapy 1958. By Howard F. Conn, M.D. 
Published by W. B. Saunders Company, Philadel phia. 
827 pages. Price $12. 


Do you occasionally face an unusual therapeutic 
situation—one with which you deal so rarely that you 
are not certain of the details of the regimen? Do you 
perhaps wonder whether the treatment you learned in 
school or the one in your not too up-to-date textbooks 
and monographs has been superseded? If so, you 
will want to look into Current Therapy. 


This is a rather large book which is revised an- 
nually by the editor, 12 consulting editors, and nearly 
300 contributors. Many hands make light work, and 
it is unlikely that adequate annual revisions could be 
made without the cooperative efforts of so many men, 
each an authority in his field. Multiple author books 
are inevitably uneven in style and quality, and not 
every contributor can be rated as a ‘‘top authority.” 

The articles are of necessity synoptic if not tele- 
graphic. The practitioner will usually find the infor- 
mation he requires, but the reader who wishes a 
discussion of details and theory will have to look else- 
where. The general level of coverage is good, and one 
is therefore surprised to find dermatomyositis and sys- 
temic lupus erythematosis included in the section on 
dermatology—certainly not a current concept of clas- 
sification. 

The book is well printed, bound, and indexed, and 
several tables will be welcome to most physicians. 
They include a “roster of drugs,” pediatric dosages, 
normal laboratory values, etc. In addition there is a 
section on poisons which contains a reference list of 
poisonous substances in common household and com- 
mercial products.—J.D.R. 


Strabismus Ophthalmic Symposium II. Edited by 
James H. Allen, M.D. Published by C. V. Mosby 
Company, St. Louis. 552 pages, 251 illustrations. 
Price $16. 


This volume represents the opinions of leading 
ophthalmologists on diagnosis and treatment of 
strabismus. The anatomy of the extraocular muscles 
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is well compiled and illustrated. The chapters out- 
lining non-surgical treatments of strabismus are 
worthy of review by all ophthalmologists. This is 
not meant to be a surgical text; only some specific 
techniques are described in the surgical treatment 
of strabismus. 

The text compiles the series of lectures on stra- 
bismus given for the symposium at the New Orleans 
Academy of Ophthalmology. The text presents a well 
edited result of these separate lectures—D.O.H. 


General Pathology. Second Edition. Edited by Sir 
Howard Florey. Based on lectures delivered at the 
Sir William Dunn School of Pathology, University 
of Oxford. Published by W. B. Saunders Company, 
Philadelphia. 932 pages, illustrated. Price $16. 


As the title indicates, the book deals with general 
pathology as an introduction to conventional special 
pathology with no pretext to cover the latter subjects. 
Much of the latter part of the book deals with mirco- 
biology. 

The author's aim to arouse an inquiring attitude 
in the reader should be achieved. The book would 
seem best suited as ancillary material for the begin- 
ner in the study of pathology. A significant knowl- 
edge of the history of medicine will also be acquired. 

Figure 9, page 477, would appear to be a neurilem- 
moma or leiomyoma rather than a “benign fibroma’”’ 
which it is intended to illustrate—].O.B. 


Diabetes As A Way of Life. By T. S. Danowski, 
M.D. Published by Coward-McCann, Inc., New York 
City. 177 pages. Price $3.50. 


This book is a guide for diabetics. There is no 
doubt that it contains information which would be 
helpful and reassuring in assisting the diabetic to live 
successfully and with confidence. The book is com- 
ptehensive in its scope. There are 16 chapters and 
an appendix which explain the nature of diabetes as 
the problem of an individual, his family, and close 
associates in the community. The role of the physi- 
cian is stressed but it is pointed out that “most of 
the time diabetes is treated either by the patient or 
his family.” 

There are details about food, diets, and metab- 
olism; the use of insulin, acidosis, coma, insulin 
shock, diabetes in children, pregnancy and diabetes, 
infections and diabetes, medical quacks, sulfa drug 
derivatives given orally as substitutes for insulin, the 
social aspects of diabetes, and much other pertinent 
information. There are numerous charts, diagrams, 
illustrations, and tables. 

The information is not presented in an overly 
technical manner, but there is such a vast amount of 
detail that only a rather intelligent adult with the 


ability to study and readily organize what he learns 
would be expected to profit by reading and self- 
study of this guide. A new!y diagnosed diabetic might 
be overwhelmed and confused by this wealth of in- 
formation. 

This would be an excellent guide to the physician 
in indicating the many things a diabetic and his fam- 
ily should know about the disease. It would also serve 
well as a textbook for diabetics enrolled in classes 
of instruction and information provided by some 
physicians, clinics, or local health departments. The 
physician or nurse would not have time to guide each 
individual diabetic patient or family member through 
each chapter of the book. 

Nowhere does this guide suggest that diabetes is 
a public health problem, that is, a health problem 
subject to some alleviation through organized com- 
munity effort. There is, however, a “roster of lay dia- 
betes societies’ and a reference address of the Ameri- 
can Diabetes Association.—R.H.R. 


The Peter T. Bohan Memorial Lectures on Medi- 
cine. First Series. By Peter T. Bohan, M.D. Published 
by University of Kansas Press, Lawrence, Kansas. 128 
pages. Price $3.00. 


This readable little book printed with large type 
and with wide margins records the Peter T. Bohan 
lectures from the year 1947, when Dr. Russell L. 
Haden gave the initial address, through 1954, when 
Dr. Roy W. Scott presented his lecture. These seven 
lectures represent rather widely varied topics, all with 
an intimate application to the practice of internal 
medicine. 

This is not a book to be laboriously studied but is 
delightful bedside reading, and for those who at- 
tended the lectures it will refresh the memorv of the 
unique and learned lecturers who delivered them. 
There is little in this book that is outdated by the 
intervening years, and the personal anecdotes and the 
kindly philosophies in these addresses are heart-warm- 
ing and worthy of remembrance.—].L.M. 


For Future Doctors, By Alan Gregg, M.D. Pub- 
lished by the University of Chicago Press, 1957. 165 
pages. 

Alan Gregg will long be remembered as an out- 
standing representative of that rare profession, the 
philanthropic investigator. He graduated from Har- 
vard with an M.D. and immediately joined the staff 
of the Rockefeller Foundation, serving first as its 
associate director of medical education and then as 
director of medical sciences for 30 years, at which 
time he became vice-president. This little book is a 
series of 11 lectures and articles related to medical 
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education and its related fields; in them one finds 
much that even experienced physicians would not 
only enjoy but from which they would benefit. 

As an essayist he has a refreshing style which con- 
trasts markedly from the usual articles related to med- 
ical education and research. The following two ex- 
amples will bear this out: “And they say medical 
education is expensive! It is unsatisfactory medical 
education that is expensive.” .. . “This is what I 
mean when I say there are plenty of M.D.’s in this 
world but not enough real doctors.” 

This book, no doubt, was written for future doc- 
tors. Those who are responsible for the guidance, 
recruiting, training, and placement of young men 
and women in the profession will be pleased with 
its pithy, wholesome advice, for Dr. Alan Gregg was 
a world traveler acquainted not only with American 
ways but versed in the methods of older cultures. It 
is a compilation of delightful essays that will long 
endure.—P.G.R. 


Accreditation of Nursing Homes 


The need for accrediting nursing homes and other 
institutions providing care for chronically ill patients 
is so acute that unless a voluntary program is estab- 
lished, government will fill the void, the director of 
the Joint Commission on Accreditation of Hospitals 
said recently. 

Dr. Kenneth B. Babcock, director of the Joint Com- 
mission, discussed accreditation developments during 
the five years since the founding of the Commission in 
an interview published in the January 1 issue of Hos- 
pitals, Journal of the American Hospital Association. 

Answering a question on the priority of establish- 
ing an accreditation program for nursing home and 
chronic care facilities, Dr. Babcock said, “It would 
have topmost priority as a need. I am unwilling to say 
the Joint Commission on Accreditation is the vehicle 
which should do it. 

“The problem is so pressing that if the voluntary 
agencies like the member organizations of the Joint 
Commission do not take it over, the government is go- 
ing to have to,” he said. 

Doctor Babcock pointed out that, ‘The idea of bet- 
ter quality health care in our communities through 
surveying of every facet of care whether it be dornicil- 
iary or actual clinical medical care is an important 
one. 

Pointing out that the standards of the Joint Com- 
mission are ‘‘a floor, not a ceiling,’ Doctor Babcock 
said that the future program of the Commission will 
undoubtedly include “a tightening of the present 
standards and an increase in the standards to the ex- 
tent that it may be harder to become accredited than 
it has been in the past.” 

The Joint Commission on Accreditation of Hos- 


pitals in a voluntary program surveys hospitals and 
accredits them providing they meet specified standards 
of patient care. The Joint Commission is sponsored 
by the American College of Physicians, the American 
College of Surgeons, the American Hospital Associa- 
tion, the American Medical Association, and the Ca- 
nadian Medical Association. 


Committee Studies Medicolegal Problems 


A concerted educational program on medical pro- 
fessional liability is being formulated by a joint com- 
mittee of the American Medical Association and the 
American Hospital Association. Among other things, 
the liaison committee plans to study current medico- 
legal advisory set-ups in a number of states, the 
liability of charitable and governmental hospitals, 
and ways of promoting postgraduate education in the 
professional liability field. Progress reports will be 
submitted to the boards of trustees of the two associ- 
ations, and physicians and hospital personnel will be 
kept informed on all action taken through the organi- 
zations’ official publications. 


New Medicolegal Film in June 


The A.M.A. Law Department announces that “‘trau- 
matic neurosis” will be the subject of the third film 
in the series of six medicolegal films to be produced 
in cooperation with the Wm. S. Merrill Company of 
Cincinnati. The film will delve into some of the 
problems that face psychiatrists and neurologists in 
identifying patients’ psychoses resulting from various 
traumatic experiences. Physicians will have an op- 
portunity to see the premier showing of this film at 
the A.M.A’s annual meeting in June in San Francisco. 

Previous motion pictures in the series include ‘The 
Medical Witness” and “The Doctor Defendant.” 
Other films in the series will deal with in-hospital 
medical professional liability problems and forensic 
pathology. 


Cumulative Index on Cancer 


The National Cancer Institute has just issued a 
cumulative index of the Journal of the National Can- 
cer Institute for the period 1940-1956. Included are 
a subject index, with comprehensive cross references, 
an author index, and a listing of current nomencla- 
ture for certain chemical compounds mentioned in 
the index. It gives a comprehensive view of a large 
segment of research in the field of cancer during 
the 16-year period. 

Copies of the index have been sent to all libraries 
and individuals now receiving the Journal. Some free 
copies are available. Single copies may be requested 
from the National Cancer Institute, Attention: Infor- 
mation Officer, Bethesda 14, Maryland. 
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Guide to Disability 


The American Medical Association has announced 
publication of an important new document, a guide 
for physicians’ use in medically rating persons under 
disability programs. 

This guide to the evaluation of permanent impair- 
ment of the extremities and back is considered so im- 
portant to physicians and administrators of many or- 
ganizations vitally interested in disability that it has 
been published as a separate 117-page edition of the 
February 15 issue of the Journal of the American 
Medical Association. 

Editor Austin Smith, M.D., said that it marks the 
first time that the A.M A. Journal has ever devoted 
a special edition to a specific subject. 

From a medical standpoint, the guide is important 
because evaluation or rating of permanent disability 
has long been recognized as a complex subject. In the 
past much confusion has resulted from inadequate 
understanding by physicians and others of: (1) The 
scope of medical responsibility in evaluation of per- 
manent disability, and (2) The difference between 
“permanent disability” and “permanent impairment.” 

The preface of the guide states: “It is vitally im- 
portant for every physician to be aware of his proper 
role in the evaluation of permanent disability under 
any private or public program for the disabled. It is 
equally important for him to have the necessary au- 
thoritative material to assist him in competently ful- 
filling his particular responsibility—the evaluation of 
permanent impairment.” 

The guide is the work of the Committee on Medi- 
cal Rating of Physical Impairment, which was ap- 
pointed by the A.M.A. Board of Trustees in Septem- 
ber of 1956. This is actually the first of a series of 
guides which the A.M.A. committee hopes to develop 
with the assistance of outstanding consultants. 

Members of the physical impairment committee 
are: Drs. Raymond M. McKeown, Coos Bay, Oregon, 
chairman and a member of the A.M.A. Board of 
Trustees; George F. Gsell, Wichita; Henry H. Kes- 
sler, Newark; Quentin W. Mack, Boise; James R. Mc- 
Vay, Kansas City, Missouri, and O. A. Sander, Mil- 
waukee. Mr. George W. Cooley, Chicago, secretary, 
and Mrs. Marjorie W. Grigsby, Chicago, research as- 
sociate. 

The guide defines the following generally-used 
terms in programs for the disabled: 

1. Permanent Disability. This is not a purely medi- 
cal condition. A patient is “permanently disabled” or 
“under a permanent disability’ when his actual or 
presumed ability to engage in gainful activity is re- 
duced or absent because of “impairment’’ and no 
fundamental or marked change in the future can be 
expected. 

2. Permanent Impairment. This is a purely medical 


condition. Permanent impairment is any anatomic or 
functional abnormality or loss after maximal medical 
rehabilitation has been achieved and which abnor- 
mality or loss the physician considers stable or non- 
progressive at the time evaluation is made. It is al- 
ways a basic consideration in evaluation of permanent 
disability. It should be remembered, however, that 
permanent impairment is a contributing factor to, but 
not necessarily an indication of, the extent of a pa- 
tient’s permanent disability. 

3. Evaluation (Rating) of Permanent Disability. 
This is an administrative, not medical, responsibility 
and function. Evaluation of permanent disability is 
an appraisal of the patient’s present and probable 
future ability to engage in gainful activity as it is af- 
fected by non-medical factors such as age, sex, educa- 
tion, economic and social environment, and the medical 
factor—permanent impairment. Non-medical factors 
have proved extremely difficult to measure. For this 
reason “permanent impairment” is in fact the sole or 
real criterion of ‘‘permanent disability” far more 
often than is readily acknowledged. Evaluation of 
permanent disability forms the basis for a determina- 
tion of permanent disability which is an administra- 
tive decision as to the patient’s entitlement. 

4. Evaluation (Rating) of Permanent Impairment. 
This is a function which physicians alone are compe- 
tent to perform. Evaluation of permanent impairment 
defines the scope of medical responsibility and there- 
fore represents the physician’s role in the evaluation 
of permanent disability. Evaluation of permanent im- 
pairment is an appraisal of the nature and extent of 
the patient’s illness or injury as it affects his personal 
efficiency in the activities of daily living. These activi- 
ties are self care, normal living postures, ambulation, 
elevation, traveling, and non-specialized hand activi- 
ties. It is not and never can be the duty of physicians 
to evaluate the social and economic effects of perma- 
nent impairment. These effects must be evaluated by 
administrators in making determinations of permanent 
disability. 

Competent evaluation of permanent impairment 
requires adequate and complete medical examination, 
accurate objective measurement of function, and 
avoidance of subjective impressions and non-medical 
factors such as the patient’s age, sex, or employability. 


CLASSIFIED ADVERTISEMENTS 


EXCELLENT OPPORTUNITY in group practice for a 
young general practitioner to replace retiring partner in grow- 
ing Nebraska town of 15,000. Good salary to start, partnership 
as quickly as desired. Write the Journat 9-58. 


LABORATORY X-RAY TECHNICIAN wanted in Belle- 
ville. Work in hospital and in private office. Write the JourNAL 


FOR RENT—Kansas City Neighborhood office. Four consul- 
tation rooms, small lab, share reception room with dentist. Ex- 
cellent location in middle class neighborhood. Write the 
Journat 8-58. 
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Committees for 1958-1959 


ALLIED GROUPS 


F. E. Wrightman, Sabetha, Chairman; J. J. Basham, 
Fort Scott; J. A. Blount, Larned; H. O. Bullock, In- 
dependence; W. M. Cole, Wellington; F. J. Eckdall, 
Emporia; F. B. Emery, Concordia; R. C. Fairchild, 
Mission; J. H. Gilbert, Seneca; R. G. Klein, Dodge 
City; R. H. O'Donnell, Ellsworth; C. R. Rombold, 
Wichita; N. C. Smith, Arkansas City. 


ANESTHESIOLOGY 


H. F. Spencer, Emporia, Chairman; H. J. Brown, 
Winfield; P. H. Lorhan, Kansas City; D. U. Loyd, 
Wichita; R. S. McKee, Leavenworth; W. O. Martin, 
Topeka; M. E. Nunemaker, Hutchinson; R. T. Parm- 
lee, Wichita; L. J. Ruzicka, Concordia; J. R. Sumner, 
Hutchinson; F. C. Taggart, Topeka; E. T. Wulff, 
Atchison. 


AUXILIARY 


L. G. Glenn, Protection, Chairman; H. S. Blake, 
Topeka; C. E. Brown, Stafford; L. Cohen, Topeka; 
L. G. Graves, St. John; E. M. Harms, Wichita; L. S. 
Nelson, Jr., Salina; C. E. Partridge, Emporia; R. E. 
Pfuetze, Topeka; R. T. Unruh, Kinsley; ©. L. Young, 
Kansas City. 


BLUE SHIELD RELATIONS 


D. G. Laury, Ottawa, Chairman; A. W. Beahm, 
Great Bend; P. L. Beiderwell, Belleville; M. A. Brewer, 
Ulysses; E. W. Christmann, Wamego; J. H. Coffman, 
Oberlin; J. A. Dunagin, Topeka; W. A. Grosjean, Win- 
field; P. Irby, Fort Scott; M. V. Laing, Kansas City; 
J. L. McGovern, Wellington; J. H. McNickle, Ash- 
land; J. L. Morgan, Emporia; R. T. Nichols, Hia- 
watha; W. J. Pettijohn, Russell; H. R. Schmidt, New- 
ton; C. M. White, Wichita. 


CENTENNIAL 


C. S. Joss, Topeka, Chairman; F. T. Collins, To- 
peka; H. L. Hiebert, Topeka; C. R. Hopper, Emporia; 
K. A. Menninger, Topeka; W. M. Mills, Topeka; G. R. 
Peters, Kansas City; J. A. Segerson, Topeka; B. E. 
Stofer, Wichita; W. C. Wescoe, Kansas City. 


CHILD WELFARE 


T. C. Hurst, Wichita, Chairman; M. J. Blood, Wich- 
ita; R. D. Boles, Dodge City; M. S. Boyden, Law- 
rence; W. H. Crouch, Topeka; D. R. Davis, Em- 
poria; R. L. Dreher, Salina; F. A. Gans, Salina; G. F. 
Jordan, Wichita; H. P. Jubelt, Manhattan; W. F. 
McGuire, Wichita; E. A. Martin, Parsons; R. N. 
Shears, Hutchinson; T. E. Young, Winfield. 
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CONSERVATION OF EYESIGHT 


L. L. Calkins, Kansas City, Chairman; B. J. Ashley, 
Topeka; F. T. Cultron, Salina; J. E. Hill, Arkansas 
City; D. O. Howard, Wichita; M. S. Lake, Salina; 
D. T. Loy, Great Bend; H. E. Morgan, Newton; W. M. 
Scales, Hutchinson; D. P. Trimble, Emporia; D. D. 
Vermillion, Goodland. 


CONSERVATION OF HEARING AND SPEECH 


V. R. Moorman, Hutchinson, Chairman; C. W. Arm- 
strong, Salina; J. A. Budetti, Wichita; E. L. Gann, 
Emporia; C. L. Gray, Wichita; W. P. McKnight, Wich- 
ita; E. E. Miller, Pittsburg; R. Montgomery-Short, 
Halstead; W. D. Pitman, Pratt; R. R. Preston, To- 
peka; G. O. Proud, Kansas City; R. E. Riederer, 
Olathe; M. J. Ryan, Kansas City. 


CONSTITUTION AND RULES 


A. W. Fegtly, Wichita, Chairman; T. C. Ensey, 
Marion; G. R. Hastings, Garden City; Y. E. Parkhurst, 
Belle Plaine; G. L. Thorpe, Wichita; F. E. Totten, 
Wathena; C. E. Vestle, Humboldt. 


CONTROL OF CANCER 


G. L. Campbell, Arkansas City, Chairman; A. E. 
Bair, Independence; J. P. Berger, Wichita; C. S. Brady, 
Atchison; W. G. Cauble, Wichita; J. C. Dysart, Ster- 
ling; A. A. Fink, Topeka; W. A. Grosjean, Winfield; 
H. L. Hiebert, Topeka; J. D. Hilliard, Medicine Lodge; 
W. J. Kiser, Wichita; J. R. Kline, Wichita; C. H. 
Miller, Parsons; N. C. Nash, Wichita; D. C. Reed, 
Wichita; L. W. Reynolds, Hays; R. H. Riedel, To- 
peka; D. S. Ruhe, Kansas City; R. P. Schellinger, 
Emporia; P. H. Schraer, Concordia; B. E. Stofer, 
Wichita; H. M. Wiley, Garden City. 


CONTROL OF TUBERCULOSIS 


J. L. Morgan, Emporia, Chairman; A. L. Ashmore, 
Wichita; A. Baude, Topeka; R. M. Brooker, Topeka; 
J. A. Butin, Chanute; R. I. Canuteson, Lawrence; A. M. 
Cherner, Hays; R. F. Conard, Emporia; J. C. Dowell, 
Lawrence; M. J. FitzPatrick, Kansas City; J. K. Fulton, 
Wichita; R. A. Lawson, Chanute; J. M. Mott, Topeka; 
G. W. Nice, Topeka; R. M. Owensby, Mankato; C. 
Pokorny, Halstead; J. W. Spearing, Columbus; C. F. 
Taylor, Norton; P. H. Wedin, Wichita. 


EMERGENCY MEDICAL CARE 


F. C. Beelman, Topeka, Chairman; G. L. Ashley, 
Chanute; K. F. Bascom, Manhattan; R. W. Blackburn, 
Council Grove; G. L. Gill, Sterling; L. F. Glaser, 
Hutchinson; A. J. Horejsi, Ellsworth; C. C. Hunnicutt, 
Sabetha; H. H. Hyndman, Wichita; N. M. Jenkins, 
Salina; D. S. Klassen, Newton; G. E. Manahan, Law- 
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rence; O. F. Prochazka, Liberal; R. E. Speirs, Dodge 
City; J. F. Thurlow, Hays; D. P. Trees, Wichita. 


ENDOWMENT 


C. V. Black, Pratt, Chairman; R. R. Cave, Man- 
hattan; K. R. Grigsby, Coffeyville; J. H. Lathrop, Con- 
cordia; D. C. McCarty, Medicine Lodge; R. A. Nel- 
son, Wichita; R. J. Ohman, Dodge City; J. L. Perkins, 
Hutchinson; J. W. Randell, Marysville; R. Schrepfer, 
Kansas City; F. L. Smith, Jr., Colby; C. C. Underwood, 
Emporia. 


FEE SCHEDULE 


W. J. Reals, Wichita, Chairman, Pathology; W. L. 
Beller, Topeka, Radiology; H. J. Brown, Winfield, 
Anesthesiology; J. G. Claypool, Howard, Internal Med- 
icine; D. R. Davis, Emporia, Pediatrics; T. L. Foster, 
Halstead, Psychiatry; J. E. Hill, Arkansas City, Oph- 
thalmology; J. A. Howell, Wellington, General Prac- 
tice; G. B. Joyce, Topeka, Orthopedics; J. G. Ken- 
drick, Wichita, Obstetrics and Gynecology; W. R. 
Lentz, Seneca, General Practice; C. M. Lessenden, Jr., 
Topeka, Dermatology; M. D. McComas, Jr., Con- 
cordia, Urology; W. P. McKnight, Wichita, ENT; 
P. W. Morgan, Emporia, Internal Medicine; C. R. 
Openshaw, Hutchinson, Thoracic Surgery; S. L. Vander 
Velde, Emporia, Surgery. 


GENERAL PRACTICE AWARD 


L. E. Leigh, Overland Park, Chairman; C. W. Bowen, 
Topeka; A. C. Harms, Kansas City; B. P. Meeker, 
Wichita; C. A. Newman, Topeka; A. K. Ratzlaff, 
Goessel; S. Zweifel, Kingman. 


GERONTOLOGY 


E. G. Dimond, Kansas City, Chairman; J. O. Austin, 
Garden City; L. J. Beyer, Lyons; J. M. Catlett, Em- 
poria; T. Dechairo, Westmoreland; D. M. Diefen- 
dorf, Waterville; F. E. Dillenbeck, El Dorado; G. M. 
Edmonds, Horton; H. A. Flanders, Hays; V. L. Jack- 
son, Altamont; Ronald McCoy, Coldwater; J. J. March- 
banks, Oakley; R. F. Morton, Arkansas City; T. V. 
Oltman, Riley; J. W. Parker, Burlington; D. V. Pre- 
heim, Newton; E. S. Rich, Hutchinson; D. L. Rose, 
Kansas City; H. L. Songer, Lincoln; C. E. Stevenson, 
Neodesha; G. A. Surface, Ellis. 


HISTORY 


W. M. Mills, Topeka, Chairman; J. F. Barr, Otta- 
wa; H. C. Clark, Wichita; A. W. Corbett, Emporia; 
R. H. Edmiston, Lawrence; J. G. Hughbanks, Inde- 
pendence; R. R. Melton, Marion; C. C. Nesselrode, 
Kansas City; R. A. Schwegler, Lawrence; G. S. Voor- 
hees, Leavenworth. 


HOsPITALS 


E. R. Gelvin, Concordia, Chairman; G. B. Athy, 
Columbus; L. E. Beal, Fredonia; E. Beebe, Olathe; 


M. D. Christensen, Kiowa; J. D. Colt, Manhattan; 
E. T. Gertson, Atwood; J. L. Grove, Newton; G. F. 
Gsell, Wichita; R. H. Hill, Meade; D. B. Parker, 
Ness City; A. J. Rettenmaier, Kansas City; H. B. Rus- 
sell, Great Bend; D. J. Smith, Overland Park; C. D. 
Snyder, Winfield; E. B. Struxness, Hutchinson; R. E. 
White, Garnett. 


INDUSTRIAL MEDICINE 


I. W. Cain, Kansas City, Chairman; V. D. Alquist, 
Baxter Springs; W. L. Anderson, Atchison; E. S. Brin- 
ton, Wichita; G. S. Hopkins, Topeka; J. J. Hovorka, 
Emporia; C. A. Isaac, Newton; J. F. Lance, Jr., Wich- 
ita; F. L. Loveland, Topeka; R. H. Moore, Lansing; 
F. A. Moorhead, Neodesha; A. R. Mueller, Leaven- 
worth; J. H. A. Peck, St. Francis; H. L. Regier, Kan- 
sas City; R. W. Urie, Parsons; C. L. White, Great 
Bend. 


LEGISLATION 


Glenn R. Peters, Kansas City, Chairman; (Executive 
Committee plus A.M.A. Delegates). 


MATERNAL WELFARE 


R. G. Heasty, Manhattan, Chairman; A. H. Baum, 
Dodge City; R. M. Carr, Junction City; E. X. Crow- 
ley, Wichita; H. M. Floersch, Kansas City; H. M. 
Foster, Hays; D. E. Gray, Topeka; R. L. Hermes, 
Lawrence; J. G. Kendrick, Wichita; G. M. Martin, 
Topeka; O. L. Martin, Salina; M. D. Morris, Topeka; 
W. R. Roy, Topeka; C. E. Shrader, Newton; R. Sohl- 
berg, Jr., McPherson; J. C. Schroll, Hutchinson; E. F. 
Steichen, Lenora; D. L. Traylor, Emporia; H. L. 
Wilcox, Lawrence; L. E. Woodard, Wichita. 


MEDICAL ASSISTANTS 


A. C. Armitage, Hutchinson, Chairman; M. L. 
Belot, Jr., Lawrence; R. E. Bula, Lyons; W. M. Cam- 
pion, Liberal; M. C. Eddy, Hays; E. W. Enders, Kan- 
sas City; T. D. Ewing, Larned; K. J. Gleason, Inde- 
pendence; G. D. Marshall, Colby; C. T. Sills, Newton. 


MEDICAL ECONOMICS 


B. A. Nelson, Manhattan, Chairman; J. N. Blank, 
Hutchinson; H. L. Bogan, Baxter Springs; K. L. Gra- 
ham, Leavenworth; J. K. Griffith, Valley Falls; G. E. 
Kassebaum, El Dorado; J. A. McClure, Topeka; M. L. 
Masterson, Paola; M. B. Miller, Topeka; L. S. Nel- 
son, Jr., Salina; E. B. Scagnelli, Dodge City; F. G. 
Schenck, Burlingame; C. H. Steele, Kansas City; 
G. C. Steinberger, Abilene. 


MEDICAL SCHOOLS 


P. W. Morgan, Emporia, Chairman; R. G. Ball, 
Manhattan; O. W. Davidson, Kansas City; M. C. 
Eddy, Hays; R. W. Fernie, Hutchinson; D. B. Foster, 
Topeka; L. G. Glenn, Protection; H. P. Jones, Law- 
rence; L. C. Joslin, Harper; L. H. Leger, Kansas City; 
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D. Lukens, Hutchinson; L. F. McKee, Cottonwood 
Falls; D. Marchbanks, Hill City; J. C. Mitchell, Salina; 
J. G. Phipps, Wichita; M. Snyder, Salina; N. V. Treger, 
Topeka; W. H. Walker, Eskridge; I. Jj. Waxse, Oswego. 


MEDICARE 


L. S. Nelson, Sr., Chairman; H. M. Foster, Hays; 
G. B. Joyce, Topeka; C. W. Miller, Wichita; C. J. 
Wilen, Manhattan. 


MENTAL HEALTH 


P. W. Thompson, Topeka, Chairman; A. J. Adams, 
Wichita; H. V. Bair, Parsons; A. P. Bay, Topeka; 
R. D. Brooks, Madison; O. R. Cram, Jr., Larned; 
J. A. Dunagin, Topeka; P. E. Feldman, Topeka; G. W. 
Fields, Scott City; T. L. Foster, Halstead; L. W. Hat- 
ton, Salina; T. R. Hood, Topeka; G. W. Jackson, To- 
peka; P. C. Laybourne, Jr., Kansas City; R. A. Moon, 
Prairie Village; F. C. Newsom, Wichita; W. F. Roth, 
Jr., Kansas City; W. C. Schwartz, Manhattan; W. O. 
Wallace, Atchison; H. V. Williams, Topeka; M. E. 
Wright, Lawrence. 


NECROLOGY 


O. R. Clark, Topeka, Chairman; D. E. Gray, To- 
peka; R. Greer, Topeka; D. Lawson, Topeka; J. A. 
Segerson, Topeka. 

PATHOLOGY 


A. A. Fink, Topeka, Chairman; C. A. Hellwig, Hal- 
stead; W. E. Luedtke, Emporia; W. J. Reals, Wichita; 
C. J. Weber, Salina. 


PERINATAL WELFARE 


W. H. Crouch, Topeka, Chairman; H. P. Jubelt, 
Manhattan; R. C. Knappenberger, Wichita; G. M. 
Martin, Topeka; O. L. Martin, Salina; R. E. Pfuetze, 
Topeka; R. N. Shears, Hutchinson; T. E. Young, Win- 
field. 

POSTGRADUATE STUDY 


W. H. Algie, Kansas City, Chairman; G. E. Burket, 
Jr., Kingman; M. H. Delp, Kansas City; D. B. Fos- 
ter, Topeka; S. R. Friesen, Kansas City; D. Lawson, 
Topeka; E. L. Mills, Wichita; E. J. Ryan, Emporia. 


PuBLic POoLicy 
(To meet at call of the president) 


C. M. Barnes, Seneca; C. H. Benage, Pittsburg; 
W. F. Bernstorf, Winfield; W. P. Callahan, Wichita; 
O. W. Davidson, Kansas City; M. C. Eddy, Hays; 
E. S. Edgerton, Wichita; G. M. Gray, Kansas City; 
J. F. Gsell, Wichita; C. S. Huffman, Columbus; J. L. 
Lattimore, Topeka; F. L. Loveland, Topeka; N. E. 
Melencamp, Dodge City; C. W. Miller, Wichita; W. M. 
Mills, Topeka; B. A. Nelson, Manhattan; L. S. Nel- 
son, Sr., Salina; C. C. Nesselrode, Kansas City; J. H. A. 
Peck, St. Francis; L. R. Pyle, Topeka; H. N. Tihen, 
Wichita. 


PuBLIC RELATIONS 


C. W. Miller, Wichita, Chairman; S. A. Anderson, 
Clay Center; A. L. Ashmore, Wichita; C. H. Benage, 
Pittsburg; E. W. Crow, Wichita; A. H. Dyck, Mc- 
Pherson; C. C. Gunter, Quinter; J. L. Lattimore, To- 
peka; F. X. Lenski, Iola; J. W. Manley, Kansas City; 
V. E. Wilson, Kansas City. 


RELATIONS WITH BarR ASSOCIATION 


K. E. Voldeng, Wellington, Chairman; L. G. Allen, 
Kansas City; T. R. Hamilton, Kansas City; J. B. Jar- 
rott, Hutchinson; C. R. Rombold, Wichita; E. J. Ryan, 
Emporia; J. A. Segerson, Topeka; R. E. Stowell, Kansas 
City. 


RuRAL HEALTH 


V. E. Brown, Sabetha, Chairman; P. D. Adams, 
Osage City; J. G. Claypool, Howard; C. S. Davis, 
Galena; M. F. Frederick, Hugoton; R. E. Grene, La- 
Crosse; E. J. Grosdidier, Kansas City; H. W. Hiester- 
man, Quinter; P. H. Hostetter, Manhattan; R. L. 
Krause,- Goessel; L. W. Patzkowsky, Kiowa; D. R. 
Pierce, Topeka; M. E. Schulz, Russell; R. R. Snook, 
McLouth; W. L. Speer, Osawatomie; E. F. Steichen, 
Lenora; C. R. Svoboda, Chapman; M. H. Waldorf, 
Jr., Greensburg; T. L. Wayland, Nashville; H. O. 
Williams, Cheney; D. H. Wood, Pittsburg; E. D. 
Yoder, Denton. 


SAFETY 


J. A. Grove, Newton, Chairman; C. M. Barnes, 
Seneca; K. W. Carbaugh, Mission; F. E. Dillenbeck, 
El Dorado; A. C. Eitzen, Hillsboro; A. E. Hiebert, 
Wichita; T. R. Hood, Topeka; C. T. McCoy, Hutchin- 
son; H. E. Snyder, Winfield; R. P. Weltmer, Beloit. 


SCHOOL HEALTH 


C. M. Barnes, Seneca, Chairman; W. F. Bernstorf, 
Winfield; V. Branson, Lawrence; J. A. Butin, Chanute; 
W. H. Crouch, Topeka; H. G. Gianakon, Kansas 
City; E. D. Greenwood, Topeka; R. Greer, Topeka; 
H. P. Jubelt, Manhattan; P. C. Laybourne, Kansas 
City; H. Lutz, Augusta; W. C. Menninger, Topeka; 
F. D. Murphy, Lawrence; W. E. Myers, Iola; R. R. 
Snook, McLouth; Leland Speer, Kansas City; H. R. 
Wagenblast, Salina. 


STORMONT MEDICAL LIBRARY 


W. Mau, Topeka, Chairman; J. W. Campbell, Law- 
rence; D. S. Lowe, Hiawatha; R. M. Thomas, Marys- 
ville; R. P. Woods, Topeka. 


StuDY OF HEART DISEASE 


R. F. Morton, Arkansas City, Chairman; D. R. Bed- 
ford, Topeka; E. G. Dimond, Kansas City; C. W. 
Erickson, Pittsburg; L. H. Leger, Kansas City; P. W. 
Morgan, Emporia; G. L. Norris, Winfield; L. O. E. 
Peckenschneider, Halstead; D. C. Wakeman, Topeka; 
G. B. Wood, Wichita. 
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ADVERTISEMENTS 


CONFIRMED THERAPEUTIC UTILITY 


Pro-Banthine® “proved almost invariably 
effective in the relief of ulcer pain, 


in depressing gastric secretory volume and in 
inhibiting gastrointestinal motility,”* 


“Our findings were documented by an in- 
tensive and personal observation of these 
patients over a 2-year period in private prac- 
tice, and in two large hospital clinics with 
close supervision and satisfactory follow-up 
studies.”* 

Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is primary. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a most valuable agent when 
used in conjunction with diet, antacids and 
essential psychotherapy. 

Therapeutic utility and effectiveness 


of Pro-Banthine in the treatment of peptic 
ulcer are repeatedly referred to in the recent 
medical literature. 
Pro-Banthine Dosage 
The average adult oral dosage of Pro- 
Banthine is one tablet (15 mg.) with meals 
and two tablets at bedtime. 

G. D. Searle & Co., Chicago 80, Illinois, 
Research in the Service of Medicine. 


*Lichstein, J.; Morehouse, M.G.,and Osmon, K. L.: 
Pro-Banthine in the Treatment of Peptic Ulcer. A 
Clinical Evaluation with Gastric Secretory, Motil- 
ity and Gastroscopic Studies. Report of 60 Cases, 
Am. J. M. Sc. 232:156 (Aug.) 1956. 
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26 ADVERTISEMENTS 


Monilial overgrowth 
factor 


equivalent (phosphate-buffered) and 250,000 .. the new rapid-acting oral form of ACHROMYcINt 
Nystatia. ORAL SUSPENSION (cherry- Tetracycline -. noted for its outstanding 
mint flavored) Each 5 cc. teaspoonful contains 
128 my. tetracycline HCi equivalent (phos- effectiveness against more than 50 different infectiors 
phate-buffered) and 125,000 units Nystatin. -..and NysTATIN ...the antifungal specific. 
; ACHROSTATIN V provides particularly effective 
per day) im the average adult is 4 capsules or to monilial overgrowth during a protracted course 
8 tsp. of Actmostazin V per day, equivalent of antibiotic treatment. 


1 Gm. of Achromycin V. 


;  LEDERLE LASORATOMED DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N, Y. ) 
Re, g-U, Of. 


re 
wee 
Combines ACHROMYCIN V with N 
«SUPPLIED: 
4 
| 
: 


Relieve moderate or severe pain 
Reduce fever 


Alleviate the general malaise of 
upper respiratory infections 


‘TABLOID’ 


WITH 


maximum codeine analgesia/optimum antipyretic action 


*Subject to Federal Narcotic Regulations 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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...from moderate to severe pain complicated by tension, anxiety and restlessness. 


3 * 


Codeine Phosphate .............gr 
Acetophenetidin gr2% 
Aspirin (Acetylsalicylic Acid) ....... gr.3% 


Codeine Phosphate ............. % 
Acetophenetidin ............... gr.2% 
Aspirin (Acetylsalicylic Acid) ....... gr.3% 


...from pain of muscle and joint origin, simple headache, neuralgia, 


and the symptoms of the common cold. 


‘TABLOID’ 


EMPIRIN COMPOUND 


Acetophenetidin ...............- 
Aspirin (Acetylsalicylic Acid) ....... gr.3% 


...from mild pain complicated by tension and restlessness. 


5 ® 
Acetophenetidin ............... 7.2% 
Aspirin (Acetylsalicylic Acid) ....... gr.3% 


*Subject to Federal Narcotic Regulations 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Codeine Phosphate .............gr. % 
Acetophenetidin ...... 
Aspirin (Acetylsalicylic Acid) ....... gr. 3% 


Codeine Phosphate ....... er. % 
Phenobarbital ........... 
Acetophenetidin ............... gr.2% 
Aspirin (Acetylsalicylic Acid) ....... er. 3% 


..from pain of muscle and joint origin, simple headache, neuralgia, 


and the symptoms of the common cold. 


‘TABLOID’ 


EMPIRIN COMPOUND 


Acetophenetidin grow 
Aspirin (Acetylsalicylic Acid) ....... gr.3% 


..from mild pain complicated by tension and restiessness. 


® 
Aspirin (Acetylsalicylic Acid) ....... gr.3% 


" *Subject to Federal Narcotic Regulations 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


[= ©6«... from moderate to severe pain complicated by tension, anxiety and restlessness. 
{ 


ALCOHOLISM 


A “SECOND BEST” ARMY FAILS TOTALLY 


And against the main army of alcoholics—those 
whose drinking is a symptom of underlying pathology— 
less than a complete campaign is futile. 


To shorten time, frustration and expense (simple 
efficient management) requires initial institutional care 
of ihese individuals: 


To stop their ingestion of alcohol; 
To detoxify the system; 


To restore the fluid electrolyte bal- 
ance; 


To detect and correct nutritional 
anomalies peculiar to the individual 
alcoholic; 


To overcome or reduce bodily ailments 
that contribute to the abnormal state 
and, finally 


To develop a program that will aid 
the particular individual in abstain- 
ing from all alcoholic beverages un- 
til death. 


The Ralph Clinic (in its 61st year) 

THE RALPH CLINIC is in the advance of every phase of 

the treatment of alcoholism. It in- 

529 HIGHLAND AVENUE ¢ KANSAS CITY 6, MISSOURI vites consultation with you concern- 
ing your patients with problems of 


Telephone VI. 2-3622 excessive drinking. 


(A portfolio 
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A “SECOND BEST” ARMY FAILS TOTALLY 
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ADVERTISEMENTS 


NOW...A NEW TREATMENT 


‘Cardilate’ tablets AP shaped for easy retention 
in the buccal pouch 


*,.. the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


*Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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“It has a high degree of clinical 
safety... It is considered 
to be the preferred antimalarial 
drug for treatment of disorders 
of connective tissue, because 
of the low incidence of gastrointestinal 
distress as compared to that 
with chloroquine phosphate.’ 


HOCH—— CH—N— CH, 


cH0 Nee | “, .. Plaquenil is decidedly less toxic and better 
ie: tolerated by the average patient, even in high 
N dosage, than is chloroquine.’” 


cH, 


NH-CH-CH,(CH,),N(CH,CH,), 


YN 
ATABRINE® 
HYDROCHLORIDE 


the least toxic of its 


WN, 7 


ARALEN® 
i= PHOSPHATE 

’ 


SULFATE 


Remarkably 
effective 


DOSE: Initial — 400 to 600 mg. (2 or 3 tablets) Plaquenil sulfate daily. Write for B t 
Maintenance — 200 to 400 mg. (1 or 2 tablets) daily. viet colle 
suppiiep: Tablets of 200 mg., bottles of 100. : 
LABORATORIES 
RENCES: TORK 18, 
Schuchter, S.L., and Harrison, Cleland Clin. Quart, 24:98, Apr., 1957. 


trademarks reg. U.S. Pat. Off. 
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ADVERTISEMENTS 


See 


How to 


The Best Tasting 
Aspirin you can prescribe. 
The Flavor Remains Stable 
down to the last tablet. 


25¢ Bottle of 48 tablets (114 grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION 
of Sterling Drug Inc. 
1450 Broadway, New York 18, N. Y. 
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ADVERTISEMENTS 


why PETN? 


why ATARAX? 


why combine the two? 


NEW YORK 17, NEW YORK 
Division, Chas. Pfizer & Co., Inc. ’ 


*Trademark 


C PETN + ATARAxX®) 


(PENTAERYTHRITOL TETRANITRATE) (BRAND OF HYOROXYZINE) 


For cardiac effect: PETN is “. . . the most effective drug 
currently available for prolonged prophylactic treatment 
of angina pectoris.’”” Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and probably 
the safest—of tranquilizers, ATARAX frees the angina patient 
of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


For greater therapeutic success: In clinical trials, CARTRAX 
was demonstrably superior to previous therapy, including 
PETN alone. Specifically, 87% of angina patients did better. 
They were shown to suffer fewer attacks ... require less 
nitroglycerin ... have increased tolerance to physical effort 
...and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 

Dosage and Supplied: Begin with 1 to 2 yellow carTRAx “10” 
tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 
When indicated this may be increased by switching to pink CARTRAX 
“20” tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 
write “CARTRAX 10” or “‘CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on a 
continuous dosage schedule. Use PETN preparations with caution 
in glaucoma. 


31 


| 
| 
ith 
| CAB 


32 


ADVERTISEMENTS 


IF YOU WANT A REAL 
THIRST QUENCHER... 


IF YOU HANKER FORA 
FRESH, CLEAN TASTE... 


IF YOU WANT A QUICK, 
REFRESHING LIFT... 


Nothing does like 
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| | ON 


ADVERTISEMENTS 33 


TRIAMINIC stops rhinorrhea, congestion and 
other distressing symptoms of summer allergies, 
including hay fever. Running nose, watery eyes 
and sneezing are best relieved by antihistamine 
plus decongestant action — systemically — with 
TRIAMINIC, 


This new approach frequently succeeds where 
less complete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 
fective combined therapy in a single timed- 
release tablet. 


TRIAMINIC brings relief in minutes—lasts for 
hours. Running noses stop, congested noses 
open—and stay open for 6 to 8 hours. 


Triaminic provides around-the-clock 
freedom from allergic congestion with 
just one tablet t.id. because of the 
special timed-release design. 


first—3 to 4 hours of relief 
from the outer layer 


then—3 to 4 more hours of relief 
from the inner core 


Dosage: One tablet in the morning, mid-after- 
noon and at bedtime. In postnasal drip, one 
tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HCl 


Pheniramine maleate 


Pyrilamine maleate ....... 


TRIAMINIC FOR THE PEDIATRIC PATIENT 


TRIAMINIC Juvelets*, providing easy-to-swal- 
low half-dosages for the 6- to 12-year-old child, 
with the timed-release construction for pro- 
longed relief. 


“Trademark 


TRIAMINIC Syrup, for those children and 
adults who prefer a liquid medication. Each 
5 ml. teaspoonful is equivalent to 4 Triaminic 
Tablet or % Triaminic Juvelet. 


Triaminic 


SMITH-DORSEY ea division of The Wander Company Lincoln, Nebraska « Peterborough, Canada 
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Hospital infant feeding 


Standard formulas for WELL INFANTS 


Since age, appetite and digestive capacity 
vary, hospital practice favors an individual- 
ized formula for each infant. 


The total daily feeding usually amounts to 2 
ounces of milk per pound of body weight, plus 
1 ounce of Karo Syrup with enough water to 
satisfy fluid requirements. 

The newborn usually takes from 2 to 3 ounces 
of formula per feeding; the very young infant, 
4 to 5 ounces—the daily quota yielding over 
50 calories for each pound the infant weighs. 
The quantity per feeding should not exceed 
8 ounces. 

Newborns are fed at 3 to 4 hour intervals 
throughout the 24-hour period—the 2 or 3 
A.M. feeding is discontinued after the neo- 
natal period. In the third or fourth month the 
10 or 12 P.M. feeding is discontinued, once 
the infant fails to awaken for the bottle. 
Standard but individualized formulas which 
constitute the hospital infant feeding regimen 
are shown here. 


WHOLE MILK FORMULAS 


Each 
Age Milk Water Feedings Total 
Months Fluid Oz, __Thsp. in 24 Hrs. Calories 


13 4 6 390 
4% 6 480 
5 5 520 
ll 6 5 610 
2 «4 7 67 


EVAPORATED MILK FORMULAS 


Evap. Each 
Age Milk Water KARO Total 
Months Fluid Oz. Oz. __Thsp. in 24 Hrs. Calories 


Birth 6 12 2 1) 6 380 
1 8 16 4 6 532 
2 14 3 42 5 576 
3 15 342 5 5 650 
4 18 4 6 5 768 
5 21 4 642 5 768 
6 22 4 7 5 768 


ADVANTAGES OF KARO®IN INFANT FEEDING 


Composition: Karo Syrup is a 
superior dextrin-maltose-dextrose 
mixture because the dextrins are non- 
fermentable and the maltose is rap- 
idly transformed into dextrose which 
requires no digestion. 
Concentration: Volume for vol- 
ume Karo Syrup furnishes twice as 
many calories as similar milk modi- 
fiers in powdered form. 

Purity: Karo Syrup is processed at 
sterilizing temperatures, sealed for 
complete hygienic protection and 
devoid of pathogenic organisms. 
Low Cost: Karo Syrup costs 1/5 
as much as expensive milk modifiers 
and is available at all food stores. 
Free to Physicians —Book of 


Infant Feeding Formulas with con- 
venient schedule pads. Write: 


on, Medical Division 
is: CORN PRODUCTS REFINING COMPANY 
“tens” 17 Battery Place, New York 4,N.Y. 
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On The Next Pages, 


* Phe | Res Pro 


Lederle announces a major drug with great new promise 


a new corticosteroid created to minimize 
major deterrents to all previous steroid therapy 


- 


‘Triamcinolone LEDERLE 
9 alpha-fluoro-16 alpha-hydroxyprednisolone 


O a new high in anti-inflammatory effects with lower dosage 
(averages I/3 less than prednisone) 


O a new low in the collateral hormonal effects associated 
with all previous corticosteroids 


0 No sodium or water retention 
Q No potassium loss 


Q No interference with psychic equilibrium 


(0 Low incidence of peptic ulcer and osteoporosis 
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Biological Effects of A\ristOCOrt 


with 
particular emphasis 


on: 


Kidney function 


Animal studies on artstTocort" have not dem- 
onstrated any interference with creatinine or 
urea clearance. Autopsy surveys of organs of 
animals on prolonged study of this medication 
have shown no renal damage. 


Sodium and water 


ARISTOCORT produced an increase of 230 per 
cent of water diuresis and 145 per cent sodium 
excretion when compared to control animals.? 
Metabolic balance studies in man revealed 
an average negative sodium balance of 0.8 
Gm. per day throughout a 12-day period on a 
dosage of 30 mg. per day.” Additional balance 
studies showed actual sodium loss when 
ARISTOCORT was given in doses of 12 mg. 
daily.* Other investigators observed significant 
losses of sodium and water during balance 
studies and that those patients with edema 
from some older corticosteroids lost it when 
transferred to AaRIsTOcoRT.** In two studies of 
various rheumatic disorders (194 cases) on 
prolonged treatment, sodium and water reten- 
tion was not observed in a single case.®.7 


Potassium and chlorides 


There was no active excretion of potassium 
or chloride ions in animals given mainte- 
nance doses of aRistocortT 25 times that 
found to be clinically effective. Potassium 
balance studies in humans? revealed that 
‘negative balance did not occur even with 
doses somewhat higher than those employed 
for prolonged therapy in rheumatoid arthri- 
tis. Hypokalemia, hyperkalemia or hypochlo- 
remia did not occur, when tested, in 194 
patients with rheumatoid arthritis treated for 
up to ten and one-half months.*-7 


Calcium and phosphorus 


Phosphate excretion in animals! was not 
changed from normal even with amounts 25 
times greater (by body weight) than those 
known to be clinically effective. Human met- 
abolic balance studies* demonstrated that no 
change in calcium excretion occurred on dos- 
ages usually employed clinically when the 
compound is administered for its anti-inflam- 
matory effect. Even at a dosage level twice 
this, slight negative balance appeared only 
during a short period. 


Protein and nitrogen balance 


Positive nitrogen balance was maintained dur- 
ing a human metabolic study on mainte- 
nance dosage of 12 mg. per day.’ At dosages 
two to three times normal levels, positive bal- 
ance was maintained except for occasional 
short periods in metabolic studies of several 
weeks’ duration.?3 

There was always a tendency for normali- 
zation of the A/G ratio and elevation of blood 
albumin when aristocort was used in treat- 
ing the nephrotic syndrome.® 
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Liver glycogen deposition and 
inflammatory processes 


An intimate correlation exists between the 
ability of a corticosteroid to cause deposition 
of glycogen in the liver and its capacity to 
ameliorate inflammatory processes. 

In animal liver glycogen studies, relative 
potencies of ARIsTocoRT over cortisone of up 
to 40 to 1 have been observed. Compared to 
ARISTOCORT, five to 12 times the amount of 
prednisone is required to produce varying but 
equal amounts of glycogen deposition in the 
liver. 

Most patients show normal fasting blood 
sugars on Aristocort. Diabetic patients on 
ARISTOCORT may require increased insulin 
dosage, and occasional latent diabetics may 
develop the overt disease. 


Anti-inflammatory potency of aRIsTocoRT 
was determined by both the asbestos pellet! 
and cottonball® tests. It was found to be nine 
to 10 times more effective than hydrocortisone 
in this respect. 


Gastric acidity and pepsin 


The precise mode of ulcerogenesis during 
treatment with corticosteroids is not known. 
There is much experimental evidence for be- 
lieving this may be related to the tendency of 
these agents to increase gastric pepsin and 
acidity—and this cannot be abolished by vagot- 
omy, anticholinergic drugs or gastric antral 
resection.!° Clinical studies’ of patients on 
ARISTOCORT revealed that uropepsin excretion 
is not elevated. Further, their basal acidity 
and gastric response to histamine stimulation 
were within normal limits. 


Central nervous system 


The tendency of corticosteroids to produce 
euphoria, nervousness, mental instability, oc- 
casional convulsions and psychosis is well 
known.'"* The mechanism underlying these 
disturbances is not well understoed. 

ARISTOCORT, on the contrary, does not pro- 
duce a false sense of well being, insomnia or 
tension except in rare instances. In the treat- 
ment of 824 patients, for up to one year, not 
a single case of psychosis has been produced. 
In general, it appears to maintain psychic 
equilibrium without producing cerebral stim- 
ulation or depression. 
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The Promise of Aristocort 


in Reduction of Side Effects 


0 It is axiomatic to affirm that the undesirable 
collateral hormone effects of corticosteroids 
increase in frequency and severity the higher 
the dosage and the longer used. 

It has also become well recognized that the 
most serious of the major side effects from 
long-term corticosteroid treatment are peptic 
ulcers, osteoporosis with fracture, drug psy- 
chosis and euphoria, and sodium and water 
retention leading often to general tissue 
edema and hypertension. 

It is significant that of the close to 400 pa- 
tients on the lower dosage schedules found 
effective in bronchial asthma and dermato- 
logic conditions, only 1 case of peptic ulcera- 
tion has developed. No other of the above 
side effects have been observed even though 
ARISTOCORT was administered continuously 
to them for periods as long as one year. 

The treatment of rheumatoid arthritis with 
steroids appears to result in the highest inci- 
dence of side effects. For this reason, the side 
effects associated with aristocorT therapy in 
292 patients with rheumatoid arthritis are 
reported below. 


Peptic Ulcer 


The occurrence of peptic ulcer in 292 pa- 
tients with rheumatoid arthritis treated con- 
tinuously for up to one year with ARISTOCORT 
is approximately 1 per cent (2 of the 3 
occurred in patients transferred from predni- 
sone). In the remaining 532 cases recently 
analyzed, only one ulcer has been discovered 
in a patient who apparently had no ulcer 
when he was changed from another steroid. 


Osteoporosis and 
Compression Fractures 


The occurrence of osteoporosis with com- 
pression fracture in 292 patients with rheu- 
matoid arthritis treated continuously for up to 
one year with aristocorT is 0.33 per cent 
(1 case'), Although these results are encour- 
aging, determination of the true incidence 
of osteoporosis will have to await the passage 
of more time. 


Euphoria and Psychosis 


The euphoria so commonly produced by all 
previous corticosteroids has seemed a most 
desirable attribute to patients. In penalty, 
however, they have often later to pay for this 
by mental disturbances, varying from mild 
and transitory to severe depression and psy- 
chosis,? and toxic syndromes producing even 
convulsions and death.* 

Since the onset of these complications is not 
directly related to duration of steroid admin- 
istration, the fact that not one case of psy- 
chosis occurred in 824 patients treated with 
ARISTOCORT, is most encouraging. 


© 


Sodium Retention—Hypertension- 
Potassium Depletion 


When 17 patients were changed from predni- 
sone to ARISTOcoRT, 11 rapidly lost weight al- 
though only one had had visible edema.5 
Sodium and water retention, hypokalemia 
or hyperkalemia and steroid hypertension did 
not appear in 194 rheumatoid arthritis pa- 
tients treated with aristocort.!® 

The interrelation between blood and body 
sodium, and steroid hypertension has long 
been generally appreciated.7* Except in 
rare instances, or when unusually high doses 
are used (e.g., leukemia), the problem of 
edema and hypertension caused by sodium 
and water retention, has been eliminated 
with ARISTOCORT. 


Minor Side Effects 


Collateral hormonal effects of less serious con- 
sequence occurred with approximately the 
same frequency as with the older corticoster- 
oids.! These include erythema, easy bruising, 
acne, hypertrichosis, hot flashes and vertigo. 
Several investigators have reported symptoms 
not previously described as occurring with 
corticosteroid therapy, e.g., headaches, light- 
headedness, tiredness, sleepiness and occa- 
sional weakness. 

Moon facies and buffalo humping have 
been seen in some patients on ARISTOCORT. 
However, aristocorT therapy, in many in- 
stances, resulted in diminution of “Cushin- 
goid” signs induced by prior therapy. Where 
this occurs, it may be related to reduced 
dosage on which patients can be maintained. 


Reduction of dosage 
by one-third to one-half 


In a double-blind study of comparative dos- 
age in patients with rheumatoid arthritis,® 
70 per cent of the cases were as well controlled 
on a dose of aristocorT one-half that of pred- 
nisone. A general recommendation can be 
made that arisrocort be used in doses two- 
thirds that of prednisone or prednisolone in 
the treatment of rheumatoid arthritis. There 
are individual variations, however, and each 
patient should be carefully titrated to produce 
the desired amount of disease suppression. 
Comparative studies, of patients changed 
from prednisone, indicate reduced dosage of 
aristocorT in bronchial asthma and allergic 
rhinitis (33 per cent),> and in inflammatory 
and allergic skin diseases (33-50 per cent).'°" 


General Precautions and 
Contraindications 


Administration of artstocort has resulted 
in lower incidence of major serious side 
effects, and in fewer of the troublesome minor 
side effects known to occur with all previously 
available corticosteroids. However, since it is 
a highly potent glucocorticoid, with profound 
metabolic effects, all traditional contraindica- 
tions to corticosteroid therapy should be ob- 
served. 

No precautions are necessary in regard to 
dietary restriction of sodium or supplementa- 
tion with potassium. 

Since aristocorr has less of the traditional 
side effects, the appearance of sodium and 
water retention, potassium depletion, or 
steroid hypertension cannot be used as signs 
of overdosage. As a rule patients will lose 
some weight during the first few days of 
treatment as a result of urinary output, but 
then the weight levels off. 

Patients do not develop the abnormally 
voracious appetite common to previous corti- 
costeroid administration. In fact, some patients 
experienced anorexia, and it is advisable to 
inform patients of this and to recommend 
they maintain a normal intake of food, with 
emphasis on liberal protein intake. 

While precipitation of diabetes, peptic 
ulcer, osteoporosis, and psychosis can be ex- 
pected to appear rarely from ARIsTOCORT, 
they must be searched for periodically in 
patients on long-term steroid therapy. 

Traditional precautions should be observed 
in gradually discontinuing therapy, in meet- 
ing the increased stress of operation, injury 
and shock, and in the development of inter- 
current infection. 

There is one overriding principle to be ob- 
served in the treatment of any disease with 
ARIsTocoRT. The amount of the drug used 
should be carefully titrated to find the smallest 
possible dose which will suppress symptoms. 


Bibliography 


1. Freyberg, R. H., Berntsen, C. A., and Hellman, L.: 
Paper presented at International Congress on Rheumatic 
Diseases, Toronto, June 25, 1957. 2. Bunim, J. J.: Bull. 
New York Acad. Med. 33:461, 1957. 3. Good, R. A., 
Vernier, R. L., and Smith, R. T.: Pediatrics 19:95, 1957. 
4. Goolker, P., and Schein, J.: Psychosom. Med. 15:589, 
1953. 5. Sherwood, H., and Cooke, R. A.: J. Allergy 
28:97, 1957. 6. Hartung, E. F.: Personal Communication. 
7. Schroeder, H. A.: J.A.M.A. 162:1362, 1956. 8. Thorn, 
G. W.., Laidlaw, J. C., and Goldfein, A.: Ciba Found. Coll. 
on Endocrinology, J. & A. Churchill, Ltd., London, 8:343, 
1955. 9. Freeman, H., Bachrach, S., McGilpin, H. H., and 
Dorfman, R. I.: Personal Communication. 10. Rein, C. R., 
Fleischmajer, R., and Rosenthal, A.: J.A.M.A. 165:1821, 
1957. 11. Shelley, W. B., and Pillsbury, D. M.: Personal 


Communication. 


| 


The Promise of /A\ristOCort 


in Rheumatoid Arthritis 


ARIsTocorT therapy has been intensely and 
extensively studied for periods up to one year 
on 292 patients with rheumatoid arthritis. 


Significant is the fact that most patients were 
severe arthritics, transferred to ARISTOCORT 
from other corticosteroids because satisfactory 
remission had not been attained, or because 
the seriousness of collateral hormonal effects 
had made discontinuance desirable. 


Results of treatment 


Freyberg and associates! treated 89 patients 
with rheumatoid arthritis (A. R. A. Class II 
or III and Stage II or III. Of these, 51 were 
on Aristocort therapy from three to over 10 
months. In all but a few patients, satisfactory 
suppression of rheumatoid activity was ob- 
tained with 10 mg. per day. Thirteen were 
controlled on 6 mg. or less a day, and for 
periods to 180 days. The investigators reported 
therapeutic effect in most cases to be A. R. A. 
Grade II (impressive) and that marked re- 
duction in sedimentation rates occurred. 

Another interesting observation in this 
study: Of the 89 patients treated, 12 had ac- 
tive ulcers, developed from prior steroid ther- 
apy. In six patients, the ulcers healed while 
on doses of ARISTOCORT sufficient to control 
arthritic symptoms. 

Hartung? treated 67 cases of rheumatoid 
arthritis for up to 10 months. He found the 
optimum maintenance dose to be 11 mg. per 
day. Nineteen of these patients were treated 
for six to 10 months with an “excellent” thera- 


peutic response. 


Dosage and course of therapy 


The initial dosage range recommended is 14 
to 20 mg. per day—depending on the severity 
and acuteness of signs and symptoms. Dosage 
is divided into four parts and given with 
meals and at bedtime. Anti-rheumatic effect 
may be evident as early as eight hours, and 
full response often obtained within 24 hours. 
This dosage schedule should be continued 
for two or three days, or until all acute mani- 
festations of the disease have subsided, 
whichever is later. 

The maintenance level is arrived at by re- 
duction of the total daily dosage in decre- 
ments of 2 mg. every three days. The range 
of maintenance therapy has been found to 
be from 2 mg. to 15 mg. per day—with only 
a very occasional patient requiring as much 
as 20 mg. per day. Patients requiring more 
than this should not be long continued on 
steroid therapy. 

The aim of corticosteroid therapy in rheu- 
matoid arthritis is to suppress the disease only 
to the stage which will enable the patient to 
carry out the required activities of normal 
living or to obtain reasonable comfort. The 
maintenance dose of aRIsTOcoRT to achieve 
this end is arrived at while making full use of 
all other established methods of controlling 
the disease. 

ARISTOCORT is available in 2 mg. scored tablets 
(pink); 4 mg. scored tablets (white). Bottles 
of 30. 
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The Promise of A\ristOCort 


in Respiratory Allergies 


() About 200 patients with respiratory allergies 


have been treated with aristocort for con- 
tinuous periods up to eight months. 


Results of treatment 


Sherwood and Cooke’? gave arisTocoRT to 
42 patients with bronchial asthma and allergic 
rhinitis. Average dose needed to control the 
asthmatic group was approximately 6 mg. per 
day (range, 2 to 14 mg. ). Results, which were 
called “good to excellent” in all but four, were 
achieved on one-third less than similarly ef- 
fective doses of prednisone or prednisolone. 

The investigators noted other major im- 
provements in aristocorT therapy over the 
older steroids. There was no increase in blood 
pressure in any patient: on the contrary, in 
12 patients, there was reduction of pressure 
when they were transferred to ARISTOCORT. 
One patient had required auxiliary antihyper- 
tensive drug therapy; over a nine-week period 
on ARISTOCORT, the pressure gradually fell 
from 206/100 to 136/79. In another case, the 
pressure slowly dropped from 205/105 to 
154/86. 

The number of cases in which these inves- 
tigators tried aristocort in allergic rhinitis 
was not large enough to provide significant 
averages. However, the range of effective ther- 
apy was from 2 to 6 mg. per day. These strik- 
ingly low daily doses resulted in control of all 
signs and symptoms. — 

Schwartz’ treated 30 patients with chronic, 
intractable bronchial asthma. At an average 
daily dose of 7 mg., he reported “good to ex- 
cellent” results in all but one. Spies,* Barach® 
and Segal,® reported similar results at aver- 
age daily maintenance doses of 4 to 10 mg. 
of ARISTOCORT. 


Dosage and course of therapy 


The initial dosage range recommended is 8 to 
14 mg. of aristocort daily. Although a rare, 
very severe case may require more than this on 
the first day of therapy, these dosages will 
usually result in prompt alleviation of dyspnea, 
wheezing and cyanosis. Patients are soon able 
to carry out a normal span of daily activity. 

The maintenance level is arrived at by re- 
duction of the total daily dose every three 
days in decrements of 2 mg.; in the over-all 
series, the average daily dose for bronchial 
asthma is approximately 8 to 10 mg. and for 
allergic rhinitis, 2 to 6 mg. per day. All total 
daily doses should be divided into four parts 
and given with meals and at bedtime. As in 
every condition where corticosteroids are em- 
ployed, each patient's treatment should be 
individualized and the maintenance arrived 
at by careful titration against signs and symp- 
toms of disease. 

Patients with chronic bronchial asthma may 
require steroid therapy for several months. 
And since asthma may be associated with 
cardiac disease, especially in the older age 
groups, ARIsTocoRT is particularly useful be- 
cause of its ability to cause excretion of 
sodium and water. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white). 
Bottles of 30. 
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The Promise of Aristocort 


in Nephrotic Syndrome 


@ Fourteen patients with the nephrotic syn- 
drome have been treated with aristocort for 
continuous periods of up to six weeks. 


Results of treatment 


Hellman and associates’? noted that 
ARISTOCORT, because of its favorable electro- 
lyte effects, may well be the most desirable 
steroid to date in treatment of the nephrotic 
syndrome. However, thus far its use has been 
reported in only 14 children, of whom 8 had 
a complete diuresis and disappearance cf all 
abnormal chemical findings. Four of the pa- 
tients had diuresis, but continued to show 
some abnormal chemical findings, while two 
patients with signs of chronic renal disease 


failed to respond. 


Dosage and course of therapy 


In order to produce maximal response, 20 mg. 
should be given daily until diuresis occurs. 
The dose should then be decreased gradually 
and maintained around 10 mg. a day. After 
the patient has been in remission for some 
time, it may be advisable to diminish the dose 
gradually and discontinue aARIsTOcoRT. 


in Pulmonary Emphysema 
and Fibrosis 


0 Eleven patients with pulmonary emphysema 


and/or fibrosis were treated with ARISTOCORT 
for continuous periods of over two months. 


Results of treatment 


Only small series of cases observed by Barach,° 
Segal,t and Cooke,5 are available. Barach 
treated patients who were not adequately con- 
trolled by prednisone, with the same dose of 


ARISTOCORT with significant improvement. 


Dosage and course of therapy 


The initial suppressive dose range recom- 
mended is 10-14 mg. daily. Frequently, there 
is a prompt decrease in cyanosis and dyspnea, 
with increase in vital capacity. 

The average maintenance dose level was 
8 mg. a day. If it is desired to maintain a pa- 
tient on continuous therapy for some months, 
dosages as low as 2 mg. a day have been suc- 
cessful. All decreases in dosage should be 
gradual and at a rate of 2 mg. decrements in 
total daily amount, every two to four days. 
The daily dosage is divided into four parts and 
given with meals and at bedtime. 
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in Neoplastic Diseases 


0 Forty-four children and adults have been 


given aristocort for palliative treatment of 
acute leukemia, chronic lymphatic leukemia, 
lymphosarcoma, lympholeukosarcoma and 
Hodgkin's disease. 


Results of treatment 


Farber® has treated 22 children with acute 
leukemia for an average of three weeks. Of 
the 17 observed long enough to judge the 
efhcacy of the medication, he rated five as 
excellent, three as good, two as fair and seven 
as poor responses. 

Hellman and associates’ gave ARISTOCORT 
to a group of patients with the various lym- 
phomas in doses of 40 to 50 mg. a day—occa- 
sionally up to 100 milligrams. Treatment was 
continued in some cases for 17 weeks. Re- 
sponse was classified as good for the palliative 
purposes for which the drug was given. 


Dosage and course of therapy 


Massive initial suppressive doses of 40 to 50 
mg. per day in children (1 mg./kg./day) and 
up to 100 mg. a day in adults have been 
administered. 

Responses to any specific dosage in these 
conditions vary so widely that only a general 
dosage range can be indicated. Treatment 


must be individualized; rate of reduction in 
dosage and determination of maintenance 
levels cannot be categorized. 


Miscellaneous 


Patients with various other diseases have been 
treated by several clinical investigators. These 
include patients with osteoarthritis, acute bur- 
sitis, rheumatic fever, spondylitis, other 
“collagen-vascular” diseases (dermatomyositis, 
etc. ), thrombocytopenic purpura, chronic eosi- 
nophilia, hemolytic anemia, diuretic-resistant 
congestive heart failures, and adrenogenital 
syndrome. 

There have not been sufficient patients in 
any of the above categories to permit defini- 
tive treatment schedules to be finally estab- 
lished for aristocort. Additional studies are 
now in progress and physicians desiring in- 
formation on any of these diseases are re- 
quested to write to Lederle Laboratories, Pear] 
River, New York for available data. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white). 
Bottles of 30. 
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The Promise of Aristocort 


have been successfully employed. Once le- 
sions are suppressed, gradually reduce dose 
to the maintenance level—which may be as 
low as 2 mg. per day. 


in Inflammatory and 
Allergic Skin Diseases 


() Over 200 patients with allergic and inflamma- 


Bibliography 
tory skin diseases (including psoriasis, atopic 


1. Rein, C. R., Fleischmajer, R., and Rosenthal, A.: J.A.M.A., 
dermatitis, exfoliative dermatitis, pemphigus, 165:1821, 1957. 2. Sherwood, H., and Cooke, R. A.: Per- 
sy: : : : sonal Communication. 3. Shelley, W. B., and Pillsbury, 
dermatitis herpetif. ormts, eczematoid derma- D. M.: Personal Ea esbitinn Hollander, J. L.: Dx. 
titis, contact dermatitis and an gioneurotic cussion of “= by Black, R. L., presented at International 
a 2 Congress on Rheumatic Diseases, Toronto, June 28, 1957. 

edema) have been treated continuously with 


Aristocort for periods of up to eight months. 


in Disseminated Lupus 
Erythematosus 


Results of treatment 


Rein and associates‘ treated 26 patients with 
severe dermatitis. Twenty-four had been on 
prednisone when changed to ARISTOCORT. 
While some had found satisfactory sympto- 
matic relief, others had also developed side 
effects—moon face, buffalo hump, increased 
appetite with excessive weight increases and 
gastro-intestinal disturbances. 

These investigators determined the equiva- 
lent dosage of anistocort to be approximately 
two-thirds that required to control symptoms 
on the previous corticosteroid. Thirteen of the 
26, who had developed moon face, noted 
either an actual decrease or no further in- 
crease when transferred to arisrocort. In 
addition: Voracious appetites disappeared, 
with loss of weight in 11 patients; there was 
no elevation in blood pressure, and no neces- 
sity to restrict sodium or administer supple- 
mental potassium, Sherwood and Cooke,” and 
Shelley and Pillsbury® obtained similar results 
in allied disorders. 

Hollander* first observed that aRIsTocoRT 
appears to have striking affinity for the skin 
and great activity in controlling such diseases 
as psoriasis, for which other corticosteroids 
have been indifferently effective. Shelley and 
Pillsbury,? in 50 cases of acute extending 
psoriasis found that over 60 per cent were 


markedly improved. 


Dosage and course of therapy 


The recommended initial suppressive dose 
range is 14 to 20 mg. per day. In very severe 
cases, temporary dosages up to 32 mg. a day 


() Forty patients with disseminated lupus ery- 


thematosus were treated with aristocort for 
continuous periods of up to nine months. 


Results of treatment 


Patients have responded very promisingly to 
therapy. Dubois! has had the largest single 
experience (28 cases) with arisTocorr in the 
treatment of this disease. He reported 25 of 
the 28 responded favorably. 
Freyberg,?eHartung,® Hollander,* Spies,5 
and Segal,® each in smaller series of cases, 
reported similarly good therapeutic responses. 


Dosage and course of therapy 


The initial suppressive dose recommended is 
20-30 mg. daily. Once the desired effect is 
achieved, the dose should be reduced gradu- 
ally to maintenance levels (3 to 18 mg. per 
day). 

In severely ill patients large doses may be 
required for several days in order to preserve 
life. Even on these large doses, edema and 
sodium retention have not occurred. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white). 
Bottles of 30. 
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for SELECTIVE, SUPERIOR 


skeletal 3 


ulation —pro- 
ides sustained relaxation of skeletal muscle spasm, 
without impairment of muscle strength or normal neur: 
‘muscular function... and with essential freedom from 
adverse side effects. Beneficial in, 94.4% of ca: | 


A.H. ROBINS CO., INC., Richmond 20, Virginia 


Ethical Pharmaceuticals of Merit since 187 


Supply: 
Tablets, 0.5 Gm., bottles of 
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ADVERTISEMENTS 


IN ALL DIARRHEAS ... REGARDLESS OF ETIOLOGY 


SULFASUXIDINE PECTIN-KAOLIN-NEOMYCIN SUSPENSION 


SOOTHING ACTION... Kaolin and pectin coat and soothe the inflamed mucosa, ad- 
sorb toxins and help reduce intestinal hypermotility. 


BROAD THERAPY... The combined antibacterial effectiveness of neomycin and 

Sulfasuxidine is concentrated in the bowel since the absorption of both agents 

is negligible. 

LOCAL IRRITATION IS REDUCED and control is instituted against spread of infective 

organisms and loss of body fluid. 

PALATABLE creamy pink, fruit-flavored CREMOMYCIN is pleasant tasting, readily 
i f 

accepted by patients of all ages MERCK SHARP & DOHME 


* Sulfasuxidine is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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antiallergic benefits 
all day 
all might 
with just 
one 


The Pyribenzamine Lontab is unique 

in two ways. Its outer shell actually 
releases 33 mg. Pyribenzamine for 
immediate relief. Its specially formulated 
inner core slowly and consistently 

releases an additional 67 mg. Pyribenzamine 
to extend relief up to 12 hours. 


For short-term or intermittent therapy, you 
can prescribe regular Pyribenzamine tablets. 


SUPPLY: Pyribenzamine 
Lontabs, 100 mg, (light blue), 
Pyribenzamine Regular Tablet, 
50 mg. (scored) and 25 mg. 
(sugar-coated). 


PYRIBENZAMINE® hydrochloride 
hloride CIBA) 


LONTABS® (long- ‘acting tablets CIBA) 


I B A summit, 3. 
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THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 
U.S. PAT. NO. 2,791,609 


— it is purely tetracycline phosphate complex, with an inherent, 
chemically unique property of being rapidly and efficiently 
absorbed. 


Each Tetrex Capsule contains: 


Active ingredient: TETRACYCLINE PHOSPHATE COMPLEX, 250 mg. 
Excipient: Lactose q.s. 


Tetrex produces "peak high’ tetracycline 
serum levels 


—over 5000 human blood determinations after oral or intramus- 
cular administration have consistently demonstrated fast, high, 
prolonged serum levels in patients of all ages,>-5-67-8.9.10,11,12,13,14,15 


Tetrex has an impressive documented 
record of clinical effectiveness 


— more than 170 million doses of tetracycline phosphate com- 
plex in 1957, with 5 published clinical reports by 9 investigators 
on 826 patients.**”*' Clinical evaluation: “should probably 
be considered an improvement over, and an ultimate replace- 
ment for, the older tetracycline hydrochloride.” 


BRISTOL LABORATORIES INC., Syracuse, New York 
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Start therapy with one or two 500 mg. 
tablets of ‘DIURIL’ once or twice a day. 


BENEFITS: 

@ The only orally effective nonmercurial agent 
with diuretic activity equivalent to that of the 
parenteral mercurials. 

@ Excellent for initiating diuresis and maintaining 
the edema-free state for prolonged periods. 

@ Promotes balanced excretion of sodium and | 
chloride—without acidosis. | 


Any indication for diuresis is an in- 
dication for 'DIURIL’: 


Congestive heart failure of all degrees of severity; 
premenstrual syndrome (edema); edema and toxe- 
mia of pregnancy; renal edema—nephrosis; ne- 
phritis; cirrhosis with ascites; drug-induced edema. | 
May be of value to relieve fluid retention compli- ] 
cating obesity. 

SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' 


(chlorothiazide); bottles of 100 and 1,000. 
"DIURIL' and 'INVERSINE' are trade-marks of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., Inc., Philadelphia 1, Pa. 
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ADVERTISEMENTS 


as simple 
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YPERTENSION 


INITIATE 'DIURIL' THERAPY 
'DIURIL' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS 
The dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is ad- 
justed as indicated by patient response. If the 
patient is established on a ganglionic blocking 
agent (e.g., 'INVERSINE') this should be con- 
tinued, but the total daily dose should be zmme- 
diately reduced by 25 to 50 per cent. This will 
reduce the serious side effects often observed with 
ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION 


The patient must be frequently observed and care- 
ful adjustment of all agents should be made to 
determine optimal maintenance dosage. 
BENEFITS: 

@ improves and simplifies the management of hypertension 


e@ markedly enhances the effects of antihypertensive agents 


@ reduces dosage requirements for other antihypertensive 
agents—often below the level of distressing side effects 


e smooths out blood pressure fluctuations 
INDICATIONS: management of hypertension 


Smooth, more trouble-free manage- 
ment of hypertension with '‘DIURIL’ 
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ADVERTISEMENTS 


Doctors, too, 


The reasons are fairly simple. Doctors 
like “Premarin,” in the first place, be- 
cause it really relieves the symptoms of 
the menopause. It doesn’t just mask them 
— it replaces what the patient lacks — 
natural estrogen. 

Furthermore, if the patient is suffer- 
ing from headache, insomnia, and arth- 
ritic-like symptoms before the menopause 


like “Premarin’ 


and even after, “Premarin” takes care 
of that, too. 

Women, of course, like “Premarin,” 
too, because it quickly relieves their 
symptoms and gives them a “sense of 
well-being.” 


“PREMARIN? 


conjugated estrogens (equine) 


Ayerst Laboratories * New York 16, New York * Montreal, Canada 


seat 


and inflammation 


with BUFFERIN’ 
IN ARTHRITIS 


salicylate benefits with 
minimal salicylate drawbacks 


Rapid and prolonged relief — with less intoler- 
ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortabiy. 
BUuFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.*) 


No sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 


Each sodium-free BuFFeRIN tablet contains acetyl- 
salicylic acid, 5 grains, and the antacids magnesium 
carbonate and aluminum glycinate. 

Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company 


19 West 50 St., New York 20, N. Y 
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ADVERTISEMENTS 


in each of these indications 
for a tranquilizer... — 


SR is a cardiac patient. His doctor 
put him on ATARAX because (#) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (+) it lowers gas- 
tric secretion while it tranquilizes. 


Asthmatic JL used to have fre- 

quent tantrums followed by acute 

bronchospasm. Her family doctor 

tranquilized her with ATARAX be- 

— (#) it is safe, even for chil- 
n. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


e: Children, 1-2 10 schicte or 
pore “Syrup t.id. one 25 mg. 
tablet or 1 tbsp. Syrup q.i.d. 

Supplied: 10, 25 and 100 
of 100. pint at! bottles. Paren 
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166:158,1958; Welsh,A.L. and Ede,M. 
prompt remissions of ...acute phases.” 
3. Abrams, B. P, ‘Shaw, C.: Clin. Med. 3 :839, 1956, 


with TARCORTIN 
i 4. Welsh, A. L., and Ede, M.: Ohio State M. J. 50:837, 1954. 
REED & CARNRICK / versey City 6, New Jersev 5. Bleiberg, J.: Am. Practitioner 8:1404, 1957. 


1. Clyman, S. G.. Spee. Med. 21:309, 1957. 
* 2. Bleiberg, J.: J. M. Soc. New Jersey 53:37, 1956. 


j for “the butterfly stomach” 


Pavatrine’ wi 


=perRForm ANCE | -. 
growing body of published 
A Hydrocortisone 0.5%, Neomycin 0.35% (as Sulfate) and 
combining musculotropic and neurotropic action 
mild c al nervous system sedation. 
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Service to Doctors of 
Medicine 


General medical supplies 


Surgical garment fitting 
department 


Equipment repairs 


Equipment rentals for 
patients 


Munns Medical Supply Co. 


Tenth & Horne Telephone 
Topeka, Kans. 5-5383 


Historical Material Needed 


In preparation for the observance of 
The Kansas Medical Society's centen- 
nial anniversary, members of the Com- 
mittee on History are attempting to 
collect all material of historical inter- 
est. Physicians who can contribute in- 
formation, records, etc., are urged to 


send such to 


Committee on History 
Kansas Medical Society 
315 West 4th Street 
Topeka, Kansas 


LL THE NECESSARY. E | 
LOWMETERS, CATHETERS, MASKS, CANNULAS— INCLUDING HIGH 


UIPMENT — REGULATORS, HUMIDIFIERS, ; 


ATWENT OF THE OUT PATIENT. | 


RENTAL 
PURITY OXYGEN FOR THE TRI PURCHASE 
REGULAR TRUCK DELIVERY SERVICE THROUGHOUT KANSAS 
KANSAS ~@XYGEN, INCORPORATER. 
BOX 551 HUTCHINSON, KANSAS PHONE MOWaWK 5-555) 
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THE LATTIMORE-FINK 
LABORATORIES 


Topeka — _ El Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist j 
Protection Against Loss of Income From Accident and Sickness Ralph S. McCants, A.B., M.D., Pathologist 
H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 
L. W. Hull, A.B., Bacteriologist 


Walter Norris, A.B., Chemist 
COME 
Anatomical and Clinical 
PHYSICIANS CASUALTY & HEALTH Pathology 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
secede Containers Furnished Upon Request 


Deformity Appliances 
of Quality | 
4 
Orthopedic and Surgical 3 | 
Artificial Limbs EXPOSURE i 
Trusses 
Abdominal 
Supports | 
Elastic 
Hosiery 
Foot since 1899 
Supports 
Surgical KANSAS CITY Office: | 
Corsets Our Own Factory : R. E. McCurdy, Rep. . | 
: 2020 Olathe Blvd., Apt. 305 5 
P. W. HANICKE MFG. CO. Tel. Yellowstone 2-8929 
1009 McGee St. VI 2-4750 (If no answer, call Logan 1-1498) ; 
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CHANGES OF ADDRESS 


Members of the Kansas Medical Society will receive the JOURNAL and correspondence 
from the Executive Office promptly only if correct addresses are on file. Report changes 
promptly to Kansas Medical Society, 315 West Fourth Street, Topeka, Kansas. 


Nationally advertised Surgical Supplies and Equipment for your convenience at 
Topeka, Joplin, Kansas City, St. Joseph 


| GOETZE NIEMER CO 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 


Child Psychiatry Service 
THE SOUTHARD SCHOOL THE CHILDREN’S CLINIC 
A residential school for elementary grade Outpatient psychiatric and neurologic 
children with emotional and behavior evaluation of infants and children to 
problems. eighteen years. 


J. COTTER HIRSCHBERG, M.D., Director—Topeka, Kansas; Telephone 3-6494 


| Everything for the Laboratory R A D I U M 
(Including Radium Applicators) 
SOUTHWEST SCIENTIFIC For All Medical Purposes 
| CORPORATION 
LABORATORY SUPPLIES AND EQUIPMENT Quincy X-Ray & Radium Laboratories 
(Owned and Directed by a Physician- 
122 South St. Francis Street Radiologist) 
Phone 2-0582 Wichita, Kansas 
W. C. U. Bldg. Quincy, Ilinois 
| The Neurological Hospital RENTALS * SALES 
HOSPITAL BEDS WHEEL CHAIRS 
| 2625 West Paseo, INVALID LIFTS INVALID WALKERS 
KANSAS CITY, MISSOURI 
| * BRACE SHOP * 
¢ Certified orthotist and skilled technicians 
on duty at all times 
A voluntary hospital providing the care and 
i treatment of nervous and mental, patients PETRO’S SURGICAL APPLIANCES 
{ and associate conditions. 618-20 Quincy Topeka, Kans. Ph. CE-40207 
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“No patient failed to improve.” 


pHisoHex washing added to standard 
treatment in acne produced results that 

.. far excelled... results with the many 
measures usually advocated.””! 


pHisoHex maintains normal skin pH, 
cleans and degerms better than soap. In 
acne, it removes oil and virtually all skin 
bacteria without scrubbing. 

For best results—four to six washings a 
day with pHisoHex will keep the acne 
area “surgically” clean. 


1. Hodges, F. T.: GP 14:86, Nov., 1956. 


Sudsing 

nonalkaline 

antibacterial 

LABORATORIES 
nonirritating, 

hypoallergenic. 
Contains 3% 

hexachlorophene. 
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ADVERTISEMENTS 


AN AMES CLINIQUICK™ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


Which plasma proteins may be 
hazardous in renal disease? 


The globulins. They are more easily precipitated to form casts with block- 
age of renal tubules. The greater the damage to the glomeruli, the greater 
the proportion of urinary globulin to albumin and subsequent tubular 
impairment. 

Source —Hoffman, W. S.: The Biochemistry of Clinical Medicine, Chicago, The Year 
Book Publishers, Inc., 1954, p. 233. 


colorimetric “dip-and-read”’ test 


for proteinuria 
just dip... 


ALBUST ) Strips ...and read in mg. % 


for tablet testing— ALBUTEST® Reagent Tablets detect proteinuria with one drop 
of urine. 
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Stormont Medical Library, 


State House, 
Topeka, Kansas 


premenstrual tension 


responds very well to Compazine* 


e agitation and apprehension are promptly relieved 
¢ emotional stability is considerably improved 

* nervous tension and fatigue are greatly reduced 

e appetite and sleep patterns improve 


e depression often disappears 


For prophylaxis: “Compazine’ Spansulet capsules provide all-day or 
all-night relief of anxiety with a single oral dose. Also available: Tablets, 
Ampuls, Multiple dose vials, Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
TT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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